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INTRODUCTION TO THE PORTFOLIO
This portfolio comprises two volumes and each contains a selection of work 
completed during the Doctorate of Clinical Psychology (PsychD) clinical training 
course.
Volume 1 comprises an Academic section, consisting of the four essays as a 
requirement of the PsychD; a Clinical section, containing summaries of the six 
placements completed over the three years of the course and summaries of five formal 
case reports; and a Research section, comprising the Service Related Research Project 
completed in Year 1, the Major Research Project completed in Year 3 and a research 
Log Book.
Volume 2 of the portfolio is primary a clinical dossier containing the five Case 
Reports, the Placement Contracts and Log Books, examples of clinical 
correspondence and Placement Evaluation Forms. Due to the nature of the clinical 
material this volume will be kept within the Clinical Psychology Department of the 
University of Surrey.
The work presented in each portfolio reflects the range of client groups, presenting 
problems and psychological approaches covered during the course. Within each 
volume, the work is presented in the order in which it was completed to illustrate the 
development of clinical, academic and research skills during the period of training.
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ACADEMIC DOSSIER
This section comprises four essays written over the three year course. The essays 
cover topics pertaining to the core client groups: Adult Mental Health, People with 
Learning Disabilities, Children and Adolescents and Older People..
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ESSAYS
Volume 1: Academic Dossier Essays
ADULT MENTAL HEALTH ESSAY 
YEAR 1
Critically discuss two therapeutic interventions for major 
recurrent depressive episode.
Academic Dossier Essays: Adult Mental Health
CRITICALLY DISCUSS TWO THERAPETUIC INTERVENTIONS FOR 
MAJOR RECURRENT DEPRESSIVE EPISODE.
INTRODUCTION
This essay will discuss two psychotherapeutic interventions for major recurrent 
depressive episode; Beck, Rush, Shaw and Emery’s (1979) Cognitive Therapy 
(CT/CBT), and Klerman, Weissman, Rounsaville & Chevron’s (1984) Interpersonal 
Psychotherapy (IPT). IPT and CT will be outlined and discussed, in terms of their 
assumptions about recurrent depression, their strategies for alleviating symptoms and 
preventing recurrence, and their prophylactic efficacy. The essay will also highlight 
the limitations of each approach, and outline some recent developments in their 
treatment of recurrent depression. Finally, the essay will discuss the current status of 
CT and IPT approaches in the treatment of major recurrent depression, and suggest 
areas for future research and development.
Why is this discussion necessary? In the last decade, research into treatments for 
depression has undergone a transition, from investigating efficacy in terms of 
recovery from an acute episode, to a focus on preventing relapse and recurrence 
(Spanier, Frank, McEachran, Gorchocinski & Kupfer, 1999). This change is the result 
of accumulating findings that most individuals with depression will be chronically or 
recurrently afflicted with the disorder throughout their lifetime. For example Judd 
(1997) estimates that 80% of depressed patients will experience around four lifetime 
major depressive episodes.
According to this statistic, the majority of individuals suffering from major depression 
will experience one or more major recurrent depressive episodes. So what are the 
treatment options for individuals with a major recurrent depression? A large body of 
research attests to the value of long-term anti-depressant medication in the prevention 
of recurrence. However, side-effects, medical complications and reluctance from the 
patient to take medication on a continual basis, have called for the development and 
enhancement of effective alternative approaches for recurrent depression, such as 
psychotherapy (Spanier et al, 1999).
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COGNITIVE THERAPY
How does the model of Beck et al. (1979) explain major depression? Beck’s ideas 
about depression developed from his observations of the verbalisations and thoughts 
of his depressed clients in therapy (Beck, 1991). He noted that his patients tended to 
experience ‘automatic’ thoughts that were characterised by a negative bias, even when 
an alternative, more positive explanation was equally if not more appropriate, which 
permeated thoughts about themselves, their current situation and the future. He 
proposed that these negative thoughts directly influence many symptoms of 
depression including deficits in affective, motivational and behavioural functioning. 
He also identified and labelled cognitive distortions or thinking errors habitually made 
by depressed individuals, which tend to shape the content of their negative automatic 
thoughts (Beck et al 1979).
Beck et al (1979) proposed that these negative automatic thoughts and cognitive 
distortions stem from dysfunctional schemata. Schemata are structures of knowledge 
about aspects of the self and the world that develop from early experiences, and affect 
the encoding, perception and retrieval of new information. Because schemata 
facilitate efficient, rapid information processing and are biased towards encoding and 
retrieving schema consistent information, they can lead to errors and bias in 
information processing (Robins & Hayes, 1993). Beck et al (1979) asserted that 
individuals develop dysfunctional schemata from negative experiences in childhood, 
which make them vulnerable to developing depression in later life. These schemata 
are thought to exist in a latent form, but become activated in response to stressful 
events that resemble earlier experiences. Once activated, these schemata have a 
pervasive influence on the individual’s appraisal of new situations, leading to 
cognitive distortions, negative automatic thoughts, and other depressive symptoms 
(Robins and Hayes, 1993).
So, in Beck’s cognitive theory, dysfunctional schemata are assigned a causal role in 
depression, and account for the onset and recurrent nature of depression; they are 
viewed as persistent and resilient structures that remain in a latent state before and
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between each bout of depression, and increase individuals’ vulnerability to future 
episodes (Beck, 1991).
How does therapy target these factors? Cognitive therapy holds the central 
assumption that intervening at a cognitive level will alleviate depressive symptoms, 
and prevent them from returning. The therapy is typically short-term and combines 
cognitive and behavioural methods, helping individuals to identify dysfunctional 
thinking patterns, view their thoughts as hypotheses to be tested rather than statements 
of fact, and develop more adaptive ways of thinking.
Behavioural methods include activity scheduling, which increase individuals’ 
exposure to positive and more enjoyable experiences, and behavioural experiments, 
which provide a setting for the individual to test out beliefs and investigate new 
hypotheses. Cognitive techniques tend to focus on teaching the individual to identify 
and challenge their negative thinking, and are often given as homework assignments 
to allow the individual to practice them independently. Later stages of therapy are 
likely to move towards deeper and more pervasive levels of thinking, targeting 
dysfunctional schemata, which are tackled and challenged in a similar way to 
thoughts at a more surface level (Beck et al, 1979).
To summarise, cognitive therapy is primarily directed at changing the content of 
depressed individuals’ thoughts to alleviate the behavioural and affective symptoms 
of depression. So why is cognitive therapy a suitable intervention for a major 
recurrent depressive episode? Proponents of the model would argue that CT attempts 
to target the core factors responsible for the onset, maintenance, and recurrence of 
major depression, and teaches patients new skills to enable them to prevent or cope 
with future depressive episodes after the termination of therapy.
EFFICACY and LIMITATIONS OF CT
But is CT an effective treatment for major recurrent depression? Studies have 
generally supported CT’s efficacy in terms of alleviating acute episodes and in relapse 
prevention (Beck, 1991). For example, the meta-analysis of Dobson (1989) imply that
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7the approach is equally, if not more, effective than both behavioural and 
pharmacotherapy interventions, and Blackburn, Eunson & Bishop (1986) have 
demonstrated that individuals with major depression who completed a course of CT 
exhibit lower rates of relapse compared to individuals who recovered on anti­
depressant medication.
However, Frank, Prien, Jarret, Keller, Kupfer, et al (1991) emphasise that relapse is 
not synonymous with recurrence; relapse refers to the return of symptoms related to 
an episode, and recurrence describes a completely new episode. Moreover, Hollon, 
Shelton & Davis (1993) point out that the prevention of relapse does not necessarily 
prevent the onset of future episodes. More equivocal, therefore, is whether cognitive 
therapy prevents recurrence, and whether it has enduring effects for individuals 
suffering from a major recurrent depressive episode.
In their 18 month follow up study. Shea, Elkin, Imber, Sotsky, Watkins, et al (1992) 
did not find evidence to suggest that a 16 week course of CBT was sufficient for most 
patients to achieve lasting remission. Similarly, Gortner, Gollan, Dobson and 
Jacobson’s (1998) 2 year follow-up study found that 60 % of subjects maintained 
recovery after 1 year, but at 24 months, symptoms had recurred in almost than half of 
them. They claim that their study is the truest reflection of the long-term outcome of 
CT to date, due to their relatively large sample, and measures to ensure that a high 
quality of CT was administered, and believe that their findings question the long-term 
efficacy of CT. They agree with Shea et al (1992) that a short-term course of 
psychotherapy may be insufficient to prevent recurrence in major depression, which 
accumulating evidence suggests is a long-term, chronic condition. However, they 
emphasise that relapse and recurrence effects across studies vary considerably, and 
therefore the prophylactic capacity of CT remains unclear.
So, it seems that CT does have some prophylactic value, but at the moment, its long­
term impact on major depression is, at best, uncertain. It is evident that if CT is to 
become an effective approach for major recurrent depression, its limitations must be 
understood and addressed. It is to these issues that this essay will now turn.
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One main problem for CT is the confusion that exists over its active ingredients. How 
does cognitive therapy ameliorate a major depressive episode, and prevent its 
recurrence? Whisman (1993 p.248) emphasises that understanding why cognitive 
therapy works will inform questions relating to '...how, for whom, and under what set 
of circumstances CT produces positive outcome’ and inform methods for optimising 
its long-term efficacy.
Of course. Beck et al. (1979) state that CT’s initial and long-term effects work 
principally by cognitive change; identifying, reality testing and reducing belief in 
negative automatic thoughts and dysfunctional assumptions, and ultimately changing 
the of cognitive structures.
Does research maintain these assertions? The effect of cognitive change on depression 
is well supported; Whisman (1993) states that research has consistently demonstrated 
that cognitive change is correlated with changes in depressed mood within sessions, 
and associated with change in depression across treatment. Moreover, a number of 
studies have demonstrated which aspects of therapy tend to be responsible for this 
cognitive change. For example. Person, Bums & Perloff (1988) have found methods 
that specifically focus on testing beliefs arid restmcturing negative automatic thoughts 
are accountable for cognitive change and improvement of depressive symptoms.
But what is the nature of this cognitive change? Is the primary mechanism one of 
content change as Beck et al (1979) propose? This assertion is more contentious, and 
has not received a great deal of empirical support. This is partly due to the fact that 
underlying schema have proved notoriously difficult to measure, with many agreeing 
that outcome measures such as the Dysfunctional Attitude Scale measure beliefs that 
are mood-dependant rather than reliable indications of cognitive structure (Gotlib and 
Hammen, 1992). Barber and DeRubeis (1989) do surmise, however, that cognitive 
therapy has the potential to produce changes in underlying schema, but that this 
accommodation is unlikely to take place in the short-term administration of CT.
What are the alternative explanations of cognitive change, and if changes do not occur 
to the content of schemata, how is CT proposed to prevent relapse and recurrence?
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Barber and DeRubeis (1989) advocate the ‘compensatory skills’ hypothesis, which 
argues that change does not reflect a lesser tendency to think in negative ways or the 
change in content of cognitive schemata, but instead reflects the patients’ increased 
use of compensatory skills to deal with their depressive thoughts. Teasdale, Scott, 
Moore, Pope and Paykel (2001, p354) support this assertion, believing that a shift, 
from a ‘...habitual, dysfunctional cognitive mode’ of processing to more ‘volitional 
controlled processing’ strategy, is a key part of understanding the long-term effects of 
CT.
However, in Teasdale et al.’s (2001) model, the cognitive content change and 
compensatory skills explanations are combined. They propose that by teaching the 
individual to view negative thoughts as ‘events in the mind’ rather than ‘self-evident 
truths’ (p348), there is a shift in the way they approach both their negative thoughts 
and their depression. The individual is able to view thoughts and situations with more 
adaptive ‘cognitive sets’ in place, which reduces their ‘depression about depression’ 
and makes symptoms and negative thoughts and feelings at times of potential relapse 
and recurrence more controllable. Teasdale et al (2001) suggest, therefore, that for CT 
to be more successful in treating episodes and preventing recurrence, interventions 
should be less concerned with attempting to modify the content of thoughts, and more 
focussed on changing the patient’s relationship with them.
Other research suggests that CT’s prophylactic impact would be improved if it 
targeted other factors that appear to affect long-term outcome. For example, Fava, 
Rafanelli, Grandi, Canestrari and Morphy (1998) believe that once patients have 
recovered from an acute episode they are often unaware of the detrimental effects of a 
maladaptive lifestyle, such as excessive work, inadequate rest, and lowered well­
being, which increase individuals’ vulnerability to future problems (Ryff & Singer, 
1996). In their cognitive behavioural intervention they have therefore added strategies 
to enhance well-being and modify lifestyle, and believe that their approach has 
additional long-term benefits over standard CT.
Similarly, many believe that CT overlooks the role of interpersonal factors in the 
onset and recurrence of depression (Coyne & Gottlib, 1983). Beck has attempted to
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meet these criticisms with his more recent assertions about sociotrophy and 
autonomy, stating that individuals’ vulnerability to depression is affected by the 
presence of personality modes, which leave them susceptible to certain types of 
stressors. However, there is a lack of research examining their influence on treatment, 
and Beck does not address these factors in his treatment model (Robins and Hayes, 
1993).
Another problem for CT’s assertions about the causes of depressive episodes comes 
from evidence that the cognitive strategies in CT are not always causally necessary or 
sufficient to alleviate depressive symptoms or prevent recurrence (Whisman, 1993). 
Jacobson Dobson, Truax, Addis and Koemer (1996) explain that the treatment’s 
multifaceted nature means that its efficacy may stem from an array of different 
factors, including those that are specific, and non-specific to cognitive therapy. For 
example, Addis and Jacobson (2000) have investigated ‘homework compliance’ and 
‘acceptance of the treatment rationale’ as mechanisms of change, and found that both 
aspects predicted change in depression over the course of cognitive therapy. They 
propose that in addition to cognitive change, these factors have additional 
ameliorating effects, including enhanced hopefulness in clients, and openness to 
change.
More seriously for CT, the findings of Gortner, Gollan, Dobson & Jacobson (1998) 
suggest that the behavioural activation component of cognitive therapy is as equally 
effective as more complete versions of CT in treating depression and preventing the 
return of symptoms after 2 years, and add that, compared to CT, behavioural 
activation is more straightforward, requires less training to administer, and is 
potentially more cost effective. They go on to propose that if their study was 
replicated, with methodological improvements such as the inclusion of a control 
pharmacotherapy group, and adequate statistical power, behavioural activation may 
prove to be a superior overall strategy for long-term recurrence prevention.
However, a new and promising CT intervention for recurrent depression involves 
administering CT after patients have recovered from an acute episode with anti­
depressant medication. This approach has stemmed from studies that have found that
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the presence of residual symptoms, such as anxiety and irritability, after treatment of 
depression with pharmacotherapy or cognitive therapy, is associated with relapse and 
recurrence (Fava & Kellner, 1991). This has highlighted the importance of targeting 
these residual symptoms in the prevention of further episodes. Fava, Grandi, 
Zielezny, Rafanelli and Canestrari (1996) have found this approach to be highly 
successful in preventing recurrence at 4 year follow-up (35% relapsed versus 70% in 
the clinical management group). Moreover, although at 6 year follow-up, no 
differences were observed in the number of relapsing patients, the CT group displayed 
significantly fewer recurrent episodes, suggesting that CT for residual symptoms ‘is 
associated with an overall more favourable course’ (Fava et al, 1998 p i443). Many 
researchers believe that this approach has a number of advantages over standard CT, 
in terms of relapse and recurrence prevention and cost-effectiveness (Teasdale, Segal, 
Williams, Ridgeway, Soulsby et al., 2000). For example, it is possible to ‘screen out’ 
patients without residual symptoms after a course of pharmacotherapy who do not 
require a subsequent course of CT, and because once administered the CT 
concentrates on residual symptoms that have not ameliorated with medication, the 
therapy can be shorter and less intensive (Fava et al., 1998). Fava, Grandi, Zielezny, 
Canestrari and Morphy (1994) also highlight that CT administered in this way may 
have more impact than CT that is administered during a depressive episode, in which 
learning and information retrieval is impaired.
INTERPERSONAL PSYCHOTHERAPY
Interpersonal therapy (IPT) was developed by Klerman et al in 1984, and is based 
upon interpersonal theories of depression. In contrast to cognitive theory, which 
focuses on dysfunctional cognitive processes, interpersonal theories emphasise the 
importance of social interaction, such as interpersonal conflict, loss and absence of 
social support in determining the onset, maintenance and recurrence of major 
depression (Cyranowski, Bookwala, Feske, Houck, Pilkonis et al. 2002).
More specifically, IPT holds that there is a non-causal relationship between each 
depressive episode and life events that impinge upon the individual’s interpersonal 
roles. These life events are proposed to precipitate and/or exacerbate depressed mood.
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which impairs social functioning and social relationships, which in turn have further 
negative effects on depressive symptoms in a vicious circle (Markowitz, 1999). These 
life events are categorised into 4 factors; grief (the death or loss of a significant other), 
role dispute (conflict with a significant other), role transition (response to a significant 
life event) and interpersonal deficits (problems in social skills or building new 
relationships).
Research evidence has supported the importance of interpersonal factors in 
depression. For example, Coyne and Gottlib (1983) found that lack of, or disrupted, 
social bonds, such as marital problems, death and separation were associated with the 
onset of depression, and Klerman and Weissman (1992) demonstrated that major 
depression had a significant effect on social functioning, and was related to marital 
discord and parent-child problems. With regard to recurrent depression, Keller, 
Shapiro, Lavori and Wolfe (1992) have found that many of these interpersonal 
problems do not resolve between episodes of depression, and hypothesise that they 
may be responsible for precipitating recurrent episodes.
However, it is important to note that despite their interpersonal emphasis, the authors 
make no assumptions about the role of interpersonal factors in the aetiology of 
depression and stress that depression is, and should be principally viewed, as a 
medical illness (Klerman et al 1984).
The therapy itself is eclectic in orientation and is directed towards helping the client 
understand the connections between depression and their interpersonal world, and 
resolving these interpersonal problems (Klerman et al, 1984). The therapy can be 
divided into three phases (Markovitz, 1999). The first phase involves an interpersonal 
assessment and formulation of the individual’s problems in terms of one or at most 
two of the four interpersonal problem areas. The middle phase addresses the patient’s 
identified problem area with a specific set of strategies. In the final phase of therapy, 
the therapist reviews the individual’s depression and, following the remission of 
symptoms, emphasises the patient’s achievements during treatment, and highlights 
relapse/ recurrence prevention skills that have been learned during therapy to deal 
independently with future interpersonal difficulties.
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Klerman et al (1984) explicitly state that individuals with recurrent depression require 
maintenance treatment after this period. Maintenance IPT (IPT-M) uses the same 
principles and methods as IPT, but differs in terms of its goals, focus and timing. For 
example, instead of aiming to alleviate the symptoms of an acute episode, the goal is 
to prevent recurrence. IPT-M also tends to focus on more problem areas than IPT 
(Frank, Kupfer, Perel, Comes, Jarrett et al 1990) and sessions are typically 
administered monthly and may continue for several years (Spanier et al, 1999). Frank 
and Spanier (1995) add that IPT-M is designed to improve interpersonal coping skills 
to reduce the frequency and severity of stressful interpersonal life events that may 
trigger recurrence.
To summarise, IPT focuses on resolving interpersonal problems that are related to the 
onset and maintenance of depression, and aims to improve social functioning. The 
IPT approach specifically addresses recurrent major depression, in the form of IPT-M, 
which is designed to target interpersonal problems that arise after recovery from a 
depressive episode that may precipitate future episodes if left unresolved.
EFFICACY AND LIMITATIONS OF IPT
So, is the IPT approach effective? Research has supported the efficacy of IPT in the 
treatment of major depression. For example, Elkin, Shea, Watkins, Imber, Sotsky et al 
(1989, p.981) found the approach to be no less effective than pharmacotherapy and 
CBT, and also discovered that IPT performed ‘...slightly but sufficiently’ ahead of 
CBT for patients that were more severely depressed.
In terms of relapse prevention the evidence is less compelling. Weissman, Klerman 
and Prusoff (1981) found that although patients who received short-term IPT 
displayed enhanced social functioning to previous levels at 1 year follow-up, they 
displayed no less depression. Similarly, as with CBT, the 18 month follow-up study 
by Shea et al (1992) concluded that 16 weeks of IPT treatment is insufficient to 
achieve lasting recovery for the majority of patients suffering from major depression,
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The IPT-M approach for individuals with recurrent major depression has received 
more empirical support, however. For example, Frank et al (1990) conducted a three 
year maintenance trial for individuals with a history of recurrent depression who had 
responded to a short-term treatment of imipramine and IPT. They found that 
administering monthly IPT in the absence of active medication lengthened survival 
time considerably, and that a combination of IPT and imipramine was the most 
effective method in preventing recurrence. Furthermore, extending Frank et al’s 
(1990) study to five years, Kupfer, Frank and Perel (1992) found that although 
individuals receiving imipramine demonstrated the highest survival time, individuals 
in the placebo group who received IPT displayed a lower rate of recurrence than those 
receiving non-active medication alone.
In a recent study, Frank, Grochocinski, Spanier Buysse, Cherry et al (2000) 
recommend a new ‘sequential treatment strategy’ for the treatment of recurrent 
depression, in which a course of IPT is administered initially, and is then followed by 
a combination of anti-depressant medication and IPT. In their view, the initial course 
of IPT filters out those who do not need medication to recover and stay well, leaving 
in therapy those who are better suited to the combination. They believe that if this 
strategy proves to be superior to other methods, it would be more cost-effective than 
combination treatment from the outset, and mean that many patients would achieve 
lasting remission without chronic exposure to medication.
So, as with CT, the IPT approach is evolving, and does appear to be a viable 
intervention for individuals with major recurrent depression. However, the existence 
of relapse, recurrence and drop-out rates (Elkin et al, 1989) highlight the need to 
understand the limitations of the IPT approach, and optimise its interventions.
IPT shares many of the limitations that have been put forward in CT evaluations. For 
example, one significant problem is the uncertainty that exists over its active 
ingredients. Markowitz (1999) believes that these ambiguities are partly due to the 
predominant focus of IPT research on treatment outcome, to the virtual exclusion of 
the treatment process itself. Spanier et al (1999, p270) also concur that there is a need 
to ‘...more clearly articulate these taken for granted interpersonal change processes’.
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What do proponents of IPT claim to be the active ingredients of therapy? Firstly, IPT 
is thought to work through interventions that improve interpersonal functioning 
(Weissmark and Giacomo, 1994). Is there evidence to suggest that this focus is 
responsible for improvement in depressive symptoms? One study investigating 
maintenance IPT has elucidated that when the interpersonal focus is high in 
specificity and purity, survival time is considerably longer than sessions low on these 
measures (Frank et al, 1991), which lends support to the idea that an inteipersonal 
focus is a critical part of the intervention. However, it is also evident that factors that 
are non-specific to IPT are important. In fact, Imber, Pilkonis, Sotsky, Elkin, Watkins 
et al (1990, p357) did not find convincing evidence that gains measured following CT 
or IPT are mode-specific, and conclude that most psychotherapies’ effects are 
principally caused by core, non-specific processes that supersede factors that are 
unique to each intervention, such as the therapeutic alliance, the provision of a 
rationale for the patients’ problems, and experiences of success and encouragement in 
therapy. The researchers note, however, that their study investigated specificity at the 
termination of therapy, and suggest that there may be evidence for specificity earlier 
in therapy.
Secondly, Klerman et al (1984) state that there are therapeutic benefits to their 
emphasis on the medical model of depression. They believe that the medical rationale 
makes the IPT approach an ideal psychotherapy to use in combination with 
pharmacotherapy, and that assigning a ‘sick role’ to depressed individuals helps 
alleviate guilt and responsibility, and shifts blame onto the illness itself (Markowitz, 
1999). However, their ‘sick role’ hypothesis does not appear to have been empirically 
evaluated. Although studies, (e.g. Frank et al, 1990) have established that IPT 
administered in combination with pharmocatherapy produces the best results, there is 
no evidence to suggest that patients are more amenable or receptive to a combination 
of the two, when given a medical explanation for their depression. In fact, most 
psychotherapies diverge from the ‘sick role’ assumption, with the view that 
medicalising depression reinforces depressed individuals’ sense of helplessness and 
uncontrollability over their disorder, and undermines their belief and ability in 
becoming an active and effective agent of change (Szasz, 1999).
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Finally, Frank arid Spanier (1995) claim that IPT-M reduces recurrence by improving 
social functioning which in turn lessens the impact of life events and their propensity 
to precipitate future episodes. Harkness, Frank, Anderson, Houck, Luther et al (2002) 
have investigated this idea, and discovered that, in contrast to the significant 
relationship they found between recurrence and life events in patients receiving 
maintenance medication, life events were unrelated to recurrence in those undergoing 
IPT-M. Furthermore, they point out that a strong association was found between life 
events and the onset of the depressive episode in their sample. They believe that these 
findings provide preliminary evidence for the idea that IPT-M improves coping skills 
and reduces the potency of life-events in precipitating recurrence. They emphasise, 
however, that more research is needed in order to elucidate the specific interventions 
and mechanisms that are responsible for these effects. More research is also needed to 
rule out alternative explanations for their findings; for example Post (1992) implies 
that a relationship between life events and recurrence will become weaker over time 
because individuals with recurrent major depression become more sensitised to 
aversive events, so that recurrences are triggered by events that are increasingly less 
severe.
Another criticism of the IPT approach is that some aspects of therapy are unclear or 
underdeveloped. With regard to maintenance IPT, Markowitz, (1999) points out that 
it is uncertain how often sessions should take place or how long therapy should last. 
For example, Frank et al (1990) question whether the preventative effects of monthly 
IPT-M would be optimised if therapy was administered bi-weekly or even weekly. 
Moreover, although IPT-M purports to keep an individual well by regular top-up 
sessions, it is unclear how progress is measured, or when sessions should terminate. It 
is possible, therefore, that this approach shares some of the limitations of long-term 
maintenance pharmacotherapy. For instance, does IPT-M need to be continued 
indefinitely if future recurrence is to be avoided? Clearly, more research is needed to 
determine the optimal duration of IPT-M, and also determine whether IPT has any 
advantages over maintenance medication to outweigh its additional cost (Paykel, 
2001).
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Another problem that the IPT approach has in common with CT is its reductionist 
treatment of the onset and recurrence of depression. It is notable here that proponents 
of IPT believe that the intervention’s narrow focus is an advantage that distinguishes 
it from CBT, which has become a ‘disparate field’ (Markowitz, 1999 p559). They 
believe that this quality facilitates straightforward, reliable research, and is associated 
with better treatment results (Frank et al, 1991). However it is possible that the IPT 
approach’s neglect of other factors precludes is long-term efficacy. For example, 
cognitive factors are not explicitly addressed during IPT (Klerman et al, 1984), and, 
even though Klerman et al (1984, p i6) acknowledge that ‘...personality may be a 
determinant of the patient’s recurrent interpersonal problems’ personality factors are 
also not targeted directly.
A final problem for IPT/IPT-M is that compared to other psychotherapies, such as 
CT, IPT training courses and therefore trained therapists are scarce (Markowitz, 
1999). This not only means that, at this time, IPT treatment is not widely available for 
sufferers of a major recurrent depressive episode, it implies that its evolution as a 
therapy, and future IPT research, will be constrained by the numbers of IPT trained 
therapists, and training resources.
CONCLUSIONS
What can we conclude about CT and IPT interventions for major recurrent depressive 
episode? Firstly it is clear that for both approaches, a clearer understanding of their 
active mechanisms is needed, to enable them to refine their procedures and optimise 
their prophylactic efficacy. It is also possible that better outcomes would be achieved 
if CT and IPT were to take a more comprehensive view of the causes of depression. 
Gotlib and Hammen (1992) propose that a cognitive-interpersonal integration, which 
combines interpersonal and cognitive theories and interventions, is required to treat 
major depression successfully. However, an alternative view is that individual 
differences among patients determine their suitability for one approach over another. 
For example, IPT may be more appropriate for individuals whose depressive episodes 
are related to life crises, such as bereavement (Markowitz & Swartz, 1997), and more 
severely depressed patients (Elkin et al., 1985), whereas CBT may be more suited to
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patients with very severe interpersonal deficits, or more intra-psychic difficulty (Elkin 
et al., 1985).
It is likely that clarifying these issues may lead to important changes and 
improvements in the way individuals with major recurrent depressive episode are 
assessed and treated. However, it is also becoming clear that short-term approaches 
to major depression have a limited prophylactic capacity, and that an approach which 
administers therapy following the remission of a depressive episode has far more 
long-term value. For example, Fava et al’s (1996) CT for residual symptoms is a 
promising strategy that appears to have relatively long-term effects.
However, at the present time it appears that long-term maintenance psychotherapy, 
such as IPT-M, has the greatest potential for preventing recurrence. But the approach 
is still far from ideal. For example, important questions regarding the optimal 
frequency and duration of IPT-M remain unanswered, and the lack of IPT training 
programmes, and trained IPT therapists, mean that these options are currently 
unavailable to the majority of patients suffering from major recurrent depression. On 
a final note, it is unclear whether individuals who have experienced a remission of 
their symptoms will be motivated to attend ongoing maintenance sessions. It may be 
that short-term approaches will remain the only viable option for individuals who 
suffer from major recurrent depressive episode for some time to come.
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PEOPLE W ITH LEARNING DISABILITIES ESSAY
2003 
YEAR 1
Describe and discuss some of the issues involved in assessing 
consent in people with learning disabilities.
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DESCRIBE AND DISCUSS SOME OF THE ISSUES INVOLVED IN 
ASSESSING CONSENT IN PEOPLE WITH LEARNING DISABILITIES
INTRODUCTION
This essay aims to highlight some of the pertinent issues involved in assessing 
consent in people with learning disabilities. As the issue of consent is broad and 
complex, discussions centre on questions that frequently arise over the ability of 
people with learning disabilities to give their informed consent, with a specific focus 
on assessing capacity. The essay does not discuss issues that arise when individuals 
are deemed to be incapable of making a decision.
Firstly, the relevance of consent is discussed, together with its increasing importance 
in the context of recent reforms in the learning disabilities field that promote choice, 
independence and person-centred care. With these principles in mind, it is emphasised 
that although incapacity cannot be assumed in people with learning disabilities, when 
capacity is in doubt, capacity assessments are pivotal in balancing their right to self- 
determination and protection from harm. Secondly, capacity assessments and 
problems with these measures are discussed, including the additional cognitive and 
social problems faced by people with learning disabilities. Finally there are 
suggestions as to how these measures can be adapted to meet the specific difficulties 
and needs of the learning disabled population. The practical difficulties and 
implications that arise out of such discussions are examined, including the 
discrepancy between the need for standardised and flexible methods, and the 
specialist skills that are required in order to optimise capacity assessment procedures.
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CONSENT
The issue of consent has become increasingly important in the climate of recent times, 
which has placed emphasis on promoting choice and independence (Department of 
Health; DoH; 1989), and recognising patients as ‘consumers’ who should have an 
active role in their health-care (Arscott, 1997). Most definitions of consent resemble 
the Code of Practice Mental Health Act (1983) (DoH, 1993; Gelsthorpe, 1995), which 
states that consent is the permission of the patient to receive treatment, which must be 
continuing, voluntarily, given without ‘undue’ or ‘unfair’ pressure, based on 
knowledge about the treatment, including treatment alternatives, and potential 
consequences such as likelihood of success and risk. More specifically, before a 
clinician assesses, treats or cares for an individual it is considered best practice to 
obtain their ‘informed consent’. This is based on three components; the individual 
must possess the decision-relevant information, make their decision voluntarily, and 
have the capacity to make that decision (Murphy & Clare, 1995). Consent can be 
given in written, oral, or non-verbal form, and can be withdrawn at any time (DoH, 
2001a).
Under English law the competency of individuals to consent is presumed unless there 
is reason for doubt (Berghmans, 2001), in which case the clinician must assess their 
capacity (DoH, 2001a). Capable adults may accept or decline treatment, regardless of 
their diagnostic group (Wong, 1997), even if the decision is unreasonable to others. 
The exception is those detained under the Mental Health Act (1983) (DoH, 1983), 
who are compelled to be assessed and treated for their mental disorder. The law also 
acknowledges a responsibility to protect vulnerable individuals who lack the capacity
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to consent. Other individuals are unable to make decisions on an incompetent adult’s 
behalf, but clinicians are able to provide treatment that is in the person’s ‘best 
interests’ under the ‘necessity’ principle outlined by the House of Lords (Wong, 
Clare, Gunn & Holland, 1999).
CONSENT AND PEOPLE WITH LEARNING DISABILITIES
People with a learning disability have significant impairment of intelligence and 
social functioning that are acquired before adulthood (British Psychological Society; 
BPS; 2001). Where do they stand in relation to these issues? In order to understand 
this position, it is important track the dramatic changes and advances in the learning 
disabilities field over the last 40 years. The violating era of ‘eugenics’ and segregation 
was replaced with the emergence of the concept of normalisation in the 1970s, which 
aimed to integrate the opportunities and values of the learning disabled population 
with those in the community (Stalker & Harris, 1998). This culminated in the 
dramatic shift in the management of people with learning disabilities from 
institutional to community care (Jenkinson, 1999). Recently, normalisation ideas have 
been modified to acknowledge individual rights, self-advocacy and ‘person-centred 
planning’ for individuals with learning disabilities, where individuals are given as 
much control, choice and independence as possible over their support and 
management, whilst considering their abilities and needs (Caine, Hatton & Emerson,
1998). The publication of Valuing People (DoH, 2001b), the first White Paper for 
people with learning disabilities for 30 years, has formalised these views (Baum & 
Webb, 2002). These new ideas have recognised the need for a balance between the 
individuals’ autonomy and their well-being (Buchanan & Brock, 1989), so that people
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have the right to decision-making, and the right to protection from harm (Wong et ah, 
1999).
So, as with any other population, individuals with learning disabilities are a 
heterogeneous group with diverse personalities, strengths and limitations. Having a 
learning disability does not imply that someone is unable to consent (Wong, 1997). 
However, it has been recognised that the difficulties and characteristics within 
‘vulnerable groups’ such as learning disabilities, and those with mental illness or 
dementia may impair some of the abilities required for autonomous decision-making 
(Appelbaum & Grisso, 1995). Furthermore, although individuals who are clearly 
capable or incapable of consent present few problems, many people with learning 
disabilities ‘lie in the grey area between these extremes’ (Wong, 1997, p37). Consent 
issues arise in many aspects of the lives of people with learning disabilities, including 
health-care, such as medical procedures ranging from injections to operations, 
psychological interventions, such as behavioural programmes (Morris, Niederbuhl & 
Mahr, 1993), consent to sexual relationships (Kennedy & Niederbuhl, 2001), and 
consent to medical and psychological research. Assessing the capacity to consent is 
therefore a pertinent issue in the learning disabilities field, and pivotal in offering 
protection to vulnerable individuals whilst preserving self-determination in those with 
capacity (Wong et al, 1999).
CAPACITY TO CONSENT
So, what is capacity and how is it assessed? Despite its scope, the assessment of 
capacity has proved to be a complex and elusive process. A fundamental problem is
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that although it is evident that assessments must rely on a clear and precise definition 
of capacity, there are no universally shared ideas about what constitutes capacity. 
Opinions vary within and between legal, ethical, psychological and medical domains 
(Arscott, 1997). In English Law, capacity is defined as ‘understanding in broad terms 
the nature and likely effects of what is to take place’ (Law Commission, 1991, p29), 
but this guideline has been criticised for being vague, dependent on subjective 
professional decision making, and failing to provide sufficient protection for 
vulnerable individuals (Arscott, 1997). In a medical context ‘...there are no criteria or 
methodologies for determining capacity... which are well accepted by all disciplines’ 
(Berghmans, 2001, p493). Similarly, with regard to capacity to consent to sexual 
relations, recent guidance states that capacity must involve an ability to exercise 
choice and understand the sexual act and its implications, including the risk of 
pregnancy and sexually transmitted disease (British Medical Society and the Law 
Society, 1995). Others, however, consider these criteria too stringent and biased 
against the sexual rights of individuals with severe difficulties (Kennedy & 
Niederbuhl, 2001).
The difficulty lies in providing a definition that is explicit enough to identify those 
who are not able to consent, and need protection from the harmful consequences of 
poor decision-making, whilst broad enough to capture individuals that lie in the ‘grey 
area’, yet have the capability to make decisions for themselves (Arscott, 1997). In the 
past, approaches that have been proposed to define and assess capacity have tended to 
err on the side of caution (Murphy & Clare, 2003). The diagnostic approach, for 
example, made assumptions about persons’ competency, based on the characteristics 
of their diagnostic group. This meant that people with learning disabilities were often
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deemed incapable simply because their estimated ‘mental age’ fell below a certain 
threshold. The outcome approach, instead, proposed that determining capacity is 
contingent on the consequences of the decision, where assessments become more 
stringent as the risks involved increase, and depend upon the reasonableness of the 
decision in the eyes of the professional (Wong et al, 1999). Both these approaches 
have been criticised, and rejected by case law in most jurisdictions. For example, 
empirical investigations have challenged the fundamental assumptions of the 
diagnostic approach that assumes characteristics among diagnostic groups, such as 
learning disabilities and dementia, are homogenous, and all decision-making is 
equally demanding. Additionally, both approaches have been attacked for their strong 
bias towards protection from harm, and neglect of self-determination (Wong et al,
1999).
Recently, the functional approach to assessing capacity has had the most informed 
support, which centres on the interaction between the individual’s functional 
capabilities and the given decision-making situation (Wong et al, 1999). The approach 
recognises the decision-specific and time-specific nature of capacity, aiming to 
ascertain whether an individual’s functional abilities at the time of decision-making 
meet the demands of the specific situation in respect of a particular decision (Arscott, 
1997). It also maintains that before individuals are deemed incapable, it must be 
considered whether their abilities could be improved, with support or education, or 
whether the situation could be adapted in any way to enhance their capacity (Murphy 
& Clare, 2003).
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Within the, functional approach a consensus is now emerging about the components 
that comprise capacity to make health-care decisions, which are based on aspects of 
the decision-making process, and are currently the focus of most capacity assessments 
(Wong et al, 1999). These components are the ability to: i) communicate a choice; 
ii) understand the relevant information; iii) appreciate the personal significance of the 
situation; and iv) manipulate the information rationally (Berghman, 2001).
ASSESSMENTS OF CAPACITY
Because capacity assessments tend to occur within the context of the decision to be 
made it is the responsibility of the professional to adhere to all components of 
informed consent in their assessment, if judgements of capacity are to lead to ethically 
and legally valid consent. In other words, the decision arising out of the assessment 
should be based on the relevant information under voluntary conditions (Murphy & 
Clare, 1995). Assessments usually begin by presenting relevant information, and 
asking clients to paraphrase that information and answer specific questions about their 
understanding of the consent issue, the procedures, risks and benefits involved in the 
treatment, and questions to ascertain the motives and rationale behind their final 
decision (Rosenfeld, 1998). Some standardised tests for clinicians have been 
developed which are based on the four capacity criteria mentioned above. For 
example, the Mac Arthur Competence Assessment Tool-Treatment (MacCAT-T) 
(Grisso, Appelbaum & Hill-Fortouhi, 1997) was devised as a clinically useful way of 
determining patients’ capacities, which uses methods such as paraphrasing 
information and semi-structured interviews. The measure was found to have high 
inter-rater reliability and was easy to use (Grisso, Appelbaum & Hill-Fortouhi, 1997).
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However, these methods have been criticised on many grounds. Rosenfeld (1998) 
highlights the arbitrary nature of determining how many correctly answered questions 
are necessary for demonstrating sufficient understanding and states that paraphrasing 
information does not necessarily indicate that information has been thought through 
and understood. Wong et al (1999) also point out that determining whether 
individuals’ decisions are rational is complex and subjective, and may be biased by 
the clinician’s own value systems about what should or should not take place. Wong, 
Clare, Holland, Watson & Gunn (2000) add that it is also unclear what level of ability 
is required within each component, or the relative importance that each one should 
hold in judgements of overall capacity.
For individuals with learning disabilities there are serious additional problems. It is 
evident that some cognitive difficulties will impair the capacity to consent to certain 
decisions, and assessments must identify these individuals if they are to be protected 
from harmful consequences of poor decision-making. However, Appelbaum & Grisso 
(1988) have pointed out that the methods used in capacity assessments are strongly 
biased against individuals with learning disabilities even when they may have the 
intellectual ability to make decisions, because they rely on complex cognitive skills 
that are known to be limited in the learning disabled population. For example, the 
information that is presented is often long and complex, yet people with learning 
disabilities are found to have difficulties processing complex sequences of 
information (Clements, 1987), understanding the relevant information (Wong et al.,
2000), and retaining that information in memory (Appelbaum & Grisso, 1988). 
Individuals with learning disabilities also have problems abstracting fi-om examples, 
but tests rely upon the ability to apply the relevant information from parallel scenarios
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to themselves and their current situation (Murphy & Clare, 2003). Clearly, using these 
methods in capacity assessments will impair the way these individuals perform. 
People with learning disabilities display tendencies when making decisions, such as 
failing to use available information to reach a decision (Tymchuk, Yokota & Rahbar, 
1990), reliance upon what has worked in the past rather than upon new information, 
and tending to accept the first acceptable option instead of weighing possibilities 
(Brooks, McCauley & Merrill, 1988). These characteristics may be the result of 
memory, comprehension and inferential reasoning difficulties experienced when 
individuals are presented with the information.
CAPACITY ASSESSMENTS FOR PEOPLE WITH LEARNING DISABILITIES
Despite problems with conventional tests of capacity few. standardised measures have 
been adapted or developed for the learning disabled population. One of the first was 
the Ability to Consent Questionnaire (ACQ) (Morris et al, 1993). This comprised 
three vignettes, which provided brief descriptions of hypothetical treatments requiring 
consent (restrictive behavioural intervention, psychotropic medication and surgery), 
and a structured interview about that information, including questions to ascertain the 
individuals’ ability to express a clear decision with a rationale. It is clear, however, 
that this measure suffers from many of the limitations of conventional capacity 
assessments. It strongly relies upon memory, comprehension and reasoning abilities, 
and was found to be extremely stringent, with only 40% of individuals with mild 
learning disabilities achieving scores over the capacity threshold (Arscott, Daganan & 
Stenfert Krosese, 1999). More recently, Arscott et al (1999) adapted the ACQ by 
simplifying the sentence structure, tense, and wording of the vignettes and questions.
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and increasing the sensitivity of the scoring system. Their measure gained a greater 
percentage of verdicts of capacity but 35% of participants were still unable to achieve 
the minimal understanding required.
These findings point to further problems with the measure that discriminate against 
people with particular difficulties. Wong et al (2000) highlight that one fundamental 
problem is its use of hypothetical vignettes to assess capacity. This creates difficulties 
for people with learning disabilities because of their limited inferential reasoning 
capacity and ability to abstract from examples. It also directly conflicts with 
fundamental assumptions of the functional approach that upholds the time and 
situation specific nature of decision-making. Individuals may be deemed incapable 
according to the ACQ because they are unable to make unfamiliar, complex or 
irrelevant decisions in hypothetical situations, but may demonstrate competence if 
simpler or more relevant or familiar treatment options were presented to them. 
Murphy & Clare (2003) suggest that assessments focusing on the specific decision­
making situation would provide more valid judgements of capacity, although they 
acknowledge the unlikelihood that specific measures will be developed to account for 
decision-making in all situations. Some specific standardised measures are 
developing. For example, Wong et al (2000) have produced an assessment measure 
for the purposes of their study assessing the capacity to consent to a blood test that 
was clinically required by the participants. Similarly, research into sexual consent 
capacity has attempted to elucidate agreed capacity criteria, in order to develop 
specific, reliable assessment methods (Kennedy & Niederbuhl, 2001).
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Bursztajn, Harding, Gutheil & Brodsky (1991) stress that another problem with 
current capacity assessments is their focus on cognitive abilities, and neglect of the 
social and emotional factors that may impact upon the individual in decision-making 
situations. Stress, anxiety, pain and fear have all been found to affect skills necessary 
for decision-making, such as the ability to concentrate upon and comprehend the 
relevant information (Appelbaum & Roth, 1981, cited in Appelbaum & Grisso, 1988). 
People with learning disabilities are particularly susceptible, often experiencing 
considerable anxiety among unfamiliar people in unfamiliar environments (Ley, 
1988). ‘Learned helplessness’ has also been associated with poor decision-making 
and found in many people with learning disabilities (Jenkinson, 1999). Learned 
helplessness occurs when individuals lack, or are denied control over their lives and 
eventually come to believe that they are unable to exert control over personally 
significant outcomes in their environment (Weisz, 1990). Individuals with learning 
disabilities are vulnerable because many have lived in institutions or homes where 
they have been dependent, expected to conform to routines, and where there are 
insufficient decision-making and problem-solving opportunities (Seligman, 1975, 
cited in Stalker & Harris, 1998). The consequence is that they are prone to comply or 
acquiesce (Sigelman, Budd, Spanhel & Schoenrock, 1981, cited in Murphy & Clare, 
1995) because they believe they have no say, and that treatment will happen 
regardless of their preferences. Many may simply not understand that they are able to 
make a decision that conflict with the views of the health professional (Morris et al, 
1993). Clearly, the voluntary nature of decision-making cannot be assumed. Learned 
helplessness and other social and emotional influences must be addressed in capacity 
assessments if more people are facilitated in making competent decisions about 
treatment (Arscott et al, 1999).
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IMPROVEMENTS IN ASSESSING CAPACITY
So, clinicians must bear in mind that the presentation of relevant information and 
questions, and social and emotional factors dramatically affect individuals’ capacity 
to make informed and voluntary decisions. These considerations have led to 
recommendations about how capacity assessments for people with learning 
disabilities can be improved. For example, clinicians should facilitate the 
communication between the individual and themselves (Beukelman & Mirena, 1992) 
by using concrete, simple language, Makaton, pictures or photographs (March, 1992), 
which is repeated, and presented in small amounts, with questions following each 
section so that less of a demand is placed on memory (Arscott, 1997). Questioning 
should be open-ended, or, if the individual is unable to paraphrase or has 
communication difficulties, a series of yes-no or true-false questions should be 
presented where clinicians are able to distinguish between scores obtained by chance 
or acquiescence and genuine understanding (Rosenberg, 1998). Murphy & Clare 
(2003) suggest that the Wechsler Adult Intelligence Scale (WAIS III) (Wechsler, 
1999) is a useful preliminary tool to highlight limitations or strengths that may help 
determine the way in which capacity assessments can be adapted to maximise the 
individuals decision-making capability. In addition, as stated above, where possible 
capacity assessments should always include measures that relate to the actual decision 
being made, and decisions about capacity should be based on a number of sources 
(Murphy & Clare, 2003). In line with the functional approach, before an individual is 
deemed incapable, it should also be considered whether his or her abilities could be 
improved, with support or education, using rehearsals, videos or role-play (Arscott, 
1997). It is important to note that even decision-making in individuals with very
Academic Dossier Essays: Learning Disabilities
37
severe learning disabilities can be improved, using innovative methods, such as tape- 
recorded messages and micro-switches (Kennedy & Haring, 1993).
To address some of the emotional and social difficulties, and enhance the voluntary 
nature of decisions, it is suggested that patience, understanding and empathy is needed 
throughout the assessment process, and the interviewer should be willing to discuss 
the individuals’ anxieties (Arscott, 1997). Where possible, the assessment should take 
place in a familiar environment where the individual feels safe and comfortable and in 
the presence of someone who is familiar with their communication style (Arscott,
1997). Individuals with experiences that have led to learned helplessness may need 
practice and support to increase their confidence and control in making their own 
decisions, before the assessment is completed (Jenkinson, 1999). Scior (2001) also 
highlights the importance of considering gender and culture, pointing to the fact that 
by 2011, it is estimated that 30 percent of people with learning disabilities in London 
will be from ethnic minority groups. Assessments must therefore recognise the impact 
of gender and culture and be adapted accordingly.
A final point is, given the cognitive, social and emotional difficulties that are 
experienced by people with learning disabilities, the considerations above should 
inform the process of obtaining consent even when there is less doubt over the 
competence of an individual with learning disabilities to make a specific decision. 
The clinician must carry the responsibility for maximising individuals’ abilities in the 
context of all three components of informed consent, with consideration as to how the 
relevant information can be presented to enhance capacity, and how the voluntary 
nature of proceedings can be optimised.
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IMPLICATIONS
This discussion has important implications for the assessment process under a 
functional approach. One issue is the discrepancy between the pursuit of a structured, 
valid, and standardised method of determining capacity, for clinicians to use to justify 
their conclusions in a precise and ordered fashion (Morris et al, 1993) and minimise 
the impact of their own values (Law Commission, 1991), and the central tenets of the 
functional approach that acknowledge the highly idiosyncratic nature of capacity, in 
which decision-making abilities differ between and within individuals according to 
their skills, emotions and the specific decision. Murphy & Clare (2003) have 
emphasised the important contribution that psychologists can make in developing 
standardised, valid ways of assessing individuals’ functional capabilities that account 
for these wide ranging factors and influences. Currently, the most promising 
compromise appears to be the use of multiple assessment measures, to glean 
information about individuals’ skills, which include measures of IQ and language 
ability, tests of capacity such as the ACQ, and adapted and specific decision-making 
assessments (Arscott et al, 1999), that are informed by an understanding of the 
individual’s difficulties, beliefs, fears and past experiences (Berghman, 2001).
This approach is still far from ideal, and raises a number of concerns. Firstly, 
assessment under a functional approach is extremely time-consuming. Individuals 
falling in the ‘grey area’ will need testing for every procedure, each time it arises 
(Hoggett, 1994), which places heavy demands on clinicians’ time, as well as exposing 
the individual to repeated, prolonged, demanding and stressful conditions (Sims, 
2002). In many cases, it is clear that there will simply not be time to conduct a
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thorough assessment that considers all the factors mentioned above (Rosenfeld, 1998). 
Secondly, many believe that it is doubtful whether capacity can be assessed without 
considering the outcome (Wong et al, 1999), as some decisions are undeniably less 
intrusive, complex and have far less serious consequences than others. Some point to 
the need to incorporate principles of the outcome approach with functional ideas, so 
that capacity assessments become more stringent with increasing complexity and 
dangerousness of the decision. This would certainly reduce demands on the clinician’s 
time, and relieve the stress involved in prolonged and repeated assessments. The 
Division of Clinical Psychology (2001) has adopted this approach, recommending 
that ‘the level of understanding expected must be relative to the gravity of the 
decision to be taken’. However, this view is not uncontested, and shares many 
problems of the outcome model. It is said to be overly paternalistic, to detract away 
from the individuals’ abilities and beliefs, and create further problems and 
uncertainties with definitions of capacity and risk (Berghmans, 2001).
Thirdly, a serious problem highlighted by a number of researchers is that the stringent 
criteria employed by most capacity assessments fail to take account of psychological 
theories that describe ‘normal’ decision-making processes (Jenkinson, 1993). 
Jenkinson (1993) identifies a large discrepancy between ‘normative’ models that 
depict how rational decision-making should ideally occur and upon which most 
capacity assessments are based, and ‘descriptive’ models, which account for the 
cognitive and emotional factors that influence decision-making in reality. Studies 
have revealed that real decision-making is often based on intuition and personal value 
systems, and rarely conforms to the idealised picture represented by the criteria of 
capacity assessments (Wong, 1997). Worryingly, this implies that individuals who are
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subjected to capacity assessments are required to demonstrate higher standards of 
decision-making than in the ‘normal’ population (Stalker & Harris, 1998). It is clear 
that more efforts need to be directed towards using knowledge of normal decision­
making to inform evaluations of capacity in people with learning disabilities (Stalker 
& Harris, 1998).
A final issue is that the final judgement about an individual’s capacity, and ultimately 
the responsibility for balancing self-determination and protection, lies in the hands of 
the clinician. In England and Wales this will tend to be the health professional that 
will be administering the intervention (Arscott et al, 1999). Some researchers (e.g. 
Wong et al, 1999), and the Department of Health (2001b) have presented frameworks 
and checklists to enhance consistency among clinicians and ensure that decisions are 
ethically and legally defensible. However, Rosenfeld (1998) points out that 
judgements of capacity will still vary between clinicians, with many choosing to err 
on side of caution, and others adopting lower thresholds. From the discussions above 
it also appears that clinicians may be infiuenced by their own value systems, and 
judgements will vary according to time-constraints, the ability to assimilate the 
relevant information, knowledge of the cognitive, psychological and social factors 
that influence normal decision-making, empathy and responsiveness, familiarity with 
the testing procedures available, and ability to adapt assessment measures to meet 
individual needs.
In reality, research has highlighted that assessments of capacity, in the medical 
context at least, fall far short of the tenets of a functional approach. Many clinicians 
rely upon ‘gut instinct’ or simple mental health state examinations (Rosenfeld, 1998).
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Standardised measures are rarely used (Murphy & Clare, 2003), and most 
practitioners are biased in assuming competence, unless patients are actively resisting 
a recommended treatment (Rosenfeld, 1998). Furthermore, it has been found that 
many general practitioners (GPs) feel unequipped when working with people with 
learning disabilities, because they lack training and experience with this client group 
(Gill, Stenfert Kroese & Rose, 2002). Gill et al (2002) have also highlighted that 
although GP practices are willing to accept clients with learning disabilities, they are 
reluctant to spend time developing skills to meet their needs more effectively. These 
issues have worrying implications for people with learning disabilities where consent 
is required.
To address some of these problems Rosenfeld (1998) recommends that clinicians 
should obtain consultation with psychologist or psychiatrist trained in assessing 
decision-making capacity and competence. Lush (1997) (cited in Division of Clinical 
Psychology, 2001) proposes that, in many cases the specific skills of Clinical 
Psychologists make them more suitable than general practitioners for assessing 
capacity, because of their unique assessment skills and knowledge of psychological 
factors that may impinge upon individuals’ abilities (Phares, 1992). It is possible that 
clinical psychologists may also be in a better position to facilitate the voluntary aspect 
of consent because medical settings are seen to be authoritarian and prescriptive 
(Phares, 1992), whereas psychologists are concerned with minimising power 
imbalances between themselves and their clients (British Psychological Society, 
2000).
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Realistically, in many cases there will be neither the time nor the resources for a 
clinical psychologist to be involved. Moreover, it is important to note that clinical 
psychologists often fall short of the standards of informed consent in their own 
assessments and interventions. Gelsthorpe (1995) state that psychologists rarely give 
their clients adequate information about content, alternatives and risks, underestimate 
people’s ability to make a rational decision, and, in many cases, rely on compliance 
rather than voluntary consent to their procedures. It seems that at the present time all 
health professionals must reflect upon and improve their knowledge, experience and 
implementation of consent practices, if they are to provide services that maximise the 
self-determination of their clients.
CONCLUSIONS
The field of assessing consent in people with a learning disability is in its early stages. 
Recent emphasis on rights, self-determination and autonomy for people with learning 
disabilities mean that obtaining consent is becoming an increasingly important and 
pervasive issue in their lives. Ironically, however, for people in the ‘grey area’ for 
which capacity is in doubt, it seems that the capacity assessment process actually 
perpetuates the discrimination and disadvantage so refuted by health care reforms. 
Capacity assessments typically fail to consider cognitive and social difficulties that 
are inherent within the learning disabled population, and expect individuals to meet 
standards of capacity that are far more stringent and complex than real decision­
making in people without learning disabilities. Ultimate judgements about capacity 
are also biased by the attitudes, expertise, and experience of consent and learning 
disabilities in the health professional.
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Encouragingly, there is an increasing awareness of these issues, and many suggestions 
have been raised to help capacity assessments and consent procedures meet the needs 
of people with learning disabilities more effectively, such as presenting information 
simply in language that is easy to understand, and attempting to minimise stress and 
anxiety in the proceedings. Currently, it seems that a battery of assessments that 
includes standardised, specific and adapted methods should be used to reach capacity 
decisions, although there are evidently many practical difficulties with this approach. 
Given the time limitations of many professionals and the fact that some decisions will 
be more urgent than others, it is unlikely that some these issues will ever be entirely 
resolved. However, there are many improvements to be made. It is evident that more 
research into normal decision-making is needed to produce more realistic definitions 
and criteria for capacity (Arscott, 1997). Professionals would also benefit from more 
education and experience of consent-related issues, and knowledge about people with 
learning disabilities and the emotional social and cognitive problems that they face. 
Clearly, there is a long way to go if we are ever to live up to the aims of the White 
Paper for people with learning disabilities of the century.
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CHILD AND ADOLESCENT ESSAY
2003 
YEAR 2
Do cognitive techniques add therapeutic value to working 
behaviourally with children with CCD?
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DO COGNITIVE TECHNIQUES ADD THERAPEUTIC VALUE TO 
WORKING BEHAVIOURALLY WITH CHILDREN WITH OCD?
INTRODUCTION
This essay examines whether there is therapeutic value to the cognitive aspect of 
cognitive behavioural therapy for childhood Obsessive Compulsive Disorder (OCD). 
The discussion starts with a definition of OCD, and an explanation of why this topic is 
of importance for OCD sufferers across the age-range. Then, behavioural and 
cognitive behavioural approaches to adult OCD are outlined, as historically, models 
of OCD were developed for adults and extended to children. Next, the value of the 
cognitive part of cognitive behavioural therapy (CBT) for OCD in children is 
examined by discussing: firstly, whether cognitive distortions are found in childhood 
OCD, secondly, whether children are amenable to cognitive techniques, thirdly what 
cognitive components are important in CBT programs for the disorder, and fourthly 
whether the benefits of cognitive therapy (CT) are general or specific. Finally, 
important theoretical and methodological limitations are highlighted, that require 
enhancement and further investigation if the value of CT with children with OCD is to 
be elucidated in the future.
OCD is characterised by recurrent obsessions and/or compulsions, which are 
significantly disruptive, time-consuming and cause marked anxiety and distress to the 
sufferer (American Psychiatric Association, 1994). Obsessions are intrusive and 
persistent thoughts, images or impulses, such as T’m contaminated’, which are 
typically accompanied by fear, disgust or doubt. Compulsions are repetitive, 
unrealistic behaviours and rituals that are performed by the individual to counter the
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intrusive thoughts and reduce his or her anxiety and distress (Barrett & Healy, 2003), 
for example, cleaning or checking. Sufferers often describe being caught in a loop 
between their sense of safety and peace of mind and performing their rituals (Herbert,
1998).
The disorder is now considered to be substantially more common than once thought 
among individuals of all ages (March, Henrietta & Leonard, 1996). Childhood OCD 
has been particularly under-diagnosed, under-treated and under-researched (Francis & 
Gragg, 1996). However, there is now accumulating evidence that OCD is a ‘common, 
childhood-onset, psychiatric condition’ (Riddle, 1998, p91) which has pervasive and 
disruptive effects on academic, social and vocational functioning (Adams, Waas, 
March & Smith, 1994). Furthermore, research has shown that the disorder tends to 
persist into adulthood; between 50 and 70 percent of children with OCD continue to 
have the disorder as adults (Bolton, Luckie & Steinberg, 1995), and around 80% of 
adults with OCD report that their symptoms originated before they were 18 years old 
(Pauls, Alsobrook, Goodman, Rasmussen & Leckman, 1995). These findings, 
together with the government’s emphasis in recent times on providing mental health 
patients with access to effective psychological treatment (Department of Health,
1999) highlight the importance of elucidating what works in the treatment of 
childhood OCD, and suggest that treating OCD early has the potential for wide- 
reaching and long-term impact upon sufferers’ academic, social, vocational and 
mental health needs.
So why does OCD develop and how is it maintained? Historically, a range of theories 
have been put forward, from very early suppositions that sufferers were possessed by
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the devil, to Freudian theories in the early 20^ *^  century that OCD was the 
manifestation of intra-psychic causes or deep rooted trauma (Herbert, 1998). More 
recently, etiological theories can be divided into those which treat OCD as primarily a 
disorder of neurological basis, and those that categorise OCD as an anxiety disorder 
with a focus on ‘what is normal or continuous with the normal in OCD’ (Bolton, 1996 
p31). This discussion will focus on the latter, as consideration of neurobiological 
factors is beyond the scope of this essay. However, it is important to note that genetic, 
biochemical, brain imaging studies and pharmacological successes suggest that there 
is a neurobiological component to OCD (Herbert, 1998).
THERAPEUTIC APPROACHES
There is often said to be ‘striking similarity’ in terms of phenomenology between 
childhood and adulthood OCD. Obsessions experienced by children and adolescents 
are similar in content to those experienced by adults, as are the compulsions used to 
counter the thoughts (Shafran, 1998). In fact, the DSM-IV criteria for children and 
adults are almost identical, with the exception of the adult criterion of insight into 
disorder (the recognition that the obsessions or compulsions are excessive or 
unreasonable), which does not apply for children (Shafran, 1998). These similarities, 
and the lack of research into childhood OCD have meant that ‘typically, models and 
techniques developed for work with adults have been extended downwards and 
applied to children’ (Stallard, 2002 p297). Therefore, to provide a context for later 
discussions about childhood OCD it is important to outline how OCD is traditionally 
understood and treated in adults.
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OCD IN ADULTHOOD 
The behavioural approach
Behavioural approaches see the disorder as a product of learning. Theories are based 
on Mowrer’s (1960) two-stage theory of fear and avoidance (Lam & Steketee, 2001). 
In the first stage, obsessions are acquired by the association of a neutral cue with an 
unpleasant event that is experienced directly or indirectly by the individual (Foa & 
Kozak, 1986). For example, a thought about a dirty toilet seat may become associated 
with a stomach virus that was heard about on the news. In this way innocuous objects 
or thoughts gain the power to trigger intense anxiety (Lam & Steketee, 2001). In the 
second stage, behaviours that reduce this anxiety, such as washing or checking, are 
likely to be repeated in subsequent situations and become reinforced as maladaptive 
strategies to deal with the intrusive thoughts (Lam & Steketee, 2001).
The core components of behavioural therapy for OCD are exposure in vivo and 
response prevention (ERF). The individual is gradually exposed to a hierarchy of 
obsession-eliciting, anxiety-provoking situations whilst being requested to refrain 
from the compulsive behaviours that are typically used to reduce his or her anxiety 
(Lam & Steketee, 2001). For example, a compulsive hand-washer may be asked to 
touch an object believed to be contaminated and abstain from washing several hours 
afterwards until the anxiety has decreased (Herbert, 1998). The individual is thought 
to gradually habituate to his or her fears, experiencing less anxiety without resorting 
to the compulsions. Treatment usually comprises 10 to 20 hours of ERP (Baer & 
Greist, 1997), and clients often benefit from booster treatment to maintain gains or
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tackle lapses (Greist, 1996). In adults, the effectiveness of ERP is supported by 
numerous research studies conducted over the past 20 years with 65 to 85 percent 
improvement in OCD symptoms, as well has gains in other areas such as anxiety, 
mood and general functioning (Lam & Steketee, 2001).
The cognitive behavioural approach
Research into OCD has revealed that purely behavioural accounts are limited in their 
explanation of the development and maintenance of the disorder. For example, many 
individuals with OCD tend to present with a range of obsessions and compulsions 
without evidence that distressing events preceded all of them (Edelmann, 1992). In 
addition, rituals are often found to increase rather than decrease anxiety, and become 
increasingly more complex and elaborate over time (Edelmann, 1992). Cognitive- 
behavioural formulations of OCD arose during the 1970s, in an attempt to address 
these anomalies and describe the cognitive processes that appeared to be involved. 
Salkovskis’ (1985, 1989) cognitive model is the most widely accepted (Barrett & 
Healy, 2003). It is based on the idea that obsessions are extreme forms of normal 
phenomena that are experienced at one time or another by most individuals. 
Individuals with OCD are distinguished from non-sufferers not by the occurrence or 
the content of intrusive thoughts, images or impulses, but by their interpretations of 
them when they arise. Such interpretations are thought to stem from biases in 
thinking, which include an inflated sense of blame or responsibility for harm 
occurring to themselves or others in which they consider themselves pivotal in 
bringing about or preventing negative outcomes, and a tendency to overestimate both 
the likelihood of aversive events occurring and their predicted severity (Salkovskis,
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1989). These biases mean that unpleasant intrusive thoughts are highly significant and 
anxiety-provoking for OCD sufferers, and lead to a number of outcomes which 
perpetuate their OCD, including high levels of anxiety and discomfort, increased 
focused attention on intrusions, and increased use of behavioural neutralising 
responses (Barrett & Healy, 2003).
Other cognitive biases are likely to be involved in addition to those proposed by 
Salkovskis. For example, adult sufferers tend to have an increased sense of self-doubt 
(O’Kearney, 1998), and display thought-action-fusion (TAF), erroneous beliefs that, 
thinking something increases likelihood of the event occurring, and experiencing 
thoughts concerning immoral behaviour are equally as bad as engaging in the 
behaviour in reality (Rachman, 1993).
CT for OCD is usually combined with the behavioural techniques of ERP, and is 
based on the cognitive techniques developed by Beck, Rush, Shaw & Emery (1979) to 
treat anxiety and depression (Salkovskis, 1985). Intrusive thoughts are identified, 
challenged, and replaced with alternative, non-distressing thoughts. Underlying 
dysfunctional assumptions are also identified, and challenged, with a particular focus 
on clients’ overestimation of danger, inflated personal responsibility and their 
necessity for compulsions (Emmelkamp & Beens, 1991). Homework assignments 
include monitoring and challenging intrusive thoughts in diary form, and carrying out 
behavioural experiments to test dysfunctional assumptions (Van Oppen, De Haan, 
Van Balkom, Spinhoven, Hooguin & Dyck, 1995).
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There is much evidence to support the operation of cognitive biases in OCD in 
adulthood (Lopatka & Rachman, 1995). Furthermore, CBT is often described as the 
psychotherapeutic treatment of choice for the disorder (Baer, 1992), and found to be 
at least as effective as medication, with a lower relapse rate (Steketee, 1993). Despite 
this, the value of the cognitive component in CBT treatment for OCD is equivocal. 
Some studies have demonstrated that ERP in CBT is the active ingredient of therapy 
(Emmelkamp, van Linden, van den Heuvell, Uphan & Sanderman, 1989). Other 
studies suggest that cognitive components are important; Emmelkamp & Beens, 
(1991) found that CT does play a small but important adjunctive role in some 
individuals, and Van Oppen et al (1995) found CT to be of superior efficacy to ERP 
when individuals with OCD receiving ERP and CT were compared.
OCD IN CHILDREN
The behavioural approach
Behavioural therapy for childhood OCD derives from the adult behavioural model, 
consisting of exposure to fears in a graduated fashion whilst eliminating anxiety- 
reducing rituals. There has been much work on how to adapt these techniques to make 
them more appealing, comprehensive and suitable for children (Rapoport & Inoff- 
Germain, 2000). For example a hierarchy of fears can be presented as a ‘fear ladder’, 
a ‘fear thermometer’ can be used to gauge the child’s level of anxiety, and family are 
heavily involved in treatment and helping the child carry out homework tasks 
(Shafran, 1998). In addition, reward systems are often used to enhance children’s
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compliance with the programme, using points, sweets or other tangible items (deHann 
& Hoogduin, 1992).
As in the adult literature, studies evaluating the effectiveness of ERP with children 
have produced consistently positive results. A recent study comparing behavioural 
therapy with medication (clomipramine) found a mean improvement on an OCD 
measure of 60% in the behavioural condition compared to 33% improvement in those 
receiving medication (de Haan, Hoogduin, Buitelaar & Keijsers, 1998).
The cognitive behavioural approach
The cognitive behavioural model was developed to explain adult OCD, and empirical 
research is almost exclusively based on the adult population (Shafran, 1998). 
Furthermore, there have been no attempts to develop a CBT model for childhood 
sufferers of the disorder (Shafran, 2001). Nevertheless, CBT is used to treat OCD in 
children, although its emphasis is clearly within the behavioural domain. There is 
little attention paid to cognitive aspects, and typically no consideration of the 
cognitive components suggested by Salkovskis’ (1985; Shafran, 1998).
The CBT package for childhood OCD of March (1995) has been the most extensively 
investigated (Shafran, 2001). Interestingly, this is based on a neurobiological account 
of OCD, which views the disorder as the product of neurobiological problems such as 
basal ganglia abnormalities and streptococcal infection. Treatment consists of 14 
meetings over 12 weeks, comprising a combination of individual and family sessions 
(March & Mulle, 1998). Exposure and response prevention are considered to be
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mainstay of treatment, but the package also contains anxiety management training and 
cognitive elements that are held ‘to provide the child with a ‘tool kit’ to facilitate 
compliance with ERP’ (March, Franklin, Nelson & Foa, 2001 p9). Anxiety 
management usually consists of behavioural (relaxation training, diaphragmatic 
breathing) and cognitive (cognitive restructuring of beliefs about anxiety and 
constructive self-talk) elements. The additional cognitive component encourages the 
child and the family to assign OCD with a ‘nasty nickname’ and view the OCD and 
not the child as the problem. The therapy process is introduced to the family as a story 
of “How I Ran OCD Off My Land’ in which the child and his or her ‘allies’ fight the 
enemy. The child is also encouraged to use self-statements to ‘boss back’ the OCD 
(March and Mulle, 1995).
Other cognitive techniques that are sometimes employed with child OCD sufferers, 
include constructive self-talk, such as ‘I can do this. I’m not afraid of dirt’ during 
exposure (Kendall, Howard & Epps, 1988), and behavioural experiments, used to 
collect evidence against dysfunctional beliefs. For example, to challenge the belief 
that touching a contaminating surface will lead to intolerable anxiety for hours, the 
child is encouraged to predict their anxiety, touch the contaminant and rate their 
anxiety after delays of 5, 10 and 30 minutes (Shafran, 1998).
So is CBT effective in this population? Many believe that CBT is a ‘... a safe, 
acceptable, and effective treatment for OCD in children and adolescents’ (March et al, 
2001 p i3). In fact a survey of experts in a recent review considered CBT or CBT plus 
medication to be the treatment of choice for children and adolescents. CBT alone was 
considered optimal in younger patients (March, Frances, Kahn & Carpenter, 1997).
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There is some evidence to support these assertions. For example, March, Mulle and 
Herbel (1994) conducted an open trial of their manualised treatment package and 
found significant benefits for treatment at post-treatment and at follow-up 18 months 
later. However, childhood OCD research is characterised by lack of group 
comparisons, systematically controlled treatment trials and replication studies, which 
preclude firm conclusions about the effectiveness of CBT (Shafran, 1998). 
Furthermore, in light of the efficacy of behavioural techniques and since CBT for 
childhood OCD tends to be predominantly behavioural in nature, it is pertinent to 
question the value of adding a cognitive component to ERP. No research studies to 
date appear to have empirically examined this issue. Therefore, to assess whether 
there are advantages to using cognitive techniques in this population a number of 
issues must be explored.
THE VALUE OF A COGNITIVE COMPONENT 
Are there cognitive biases in childhood OCD?
Firstly, can the addition of a cognitive component be justified? In the adult literature, 
there is accumulating evidence that dysfunctional cognitive processes are intrinsically 
involved in OCD, which provides a rationale for adding a cognitive component to 
behavioural therapy (Salkovskis, 1989). Are dysfunctional processes also found in 
children with OCD? Research has indicated that some childhood psychopathology is 
associated with cognitive deficits and distortions (Stallard, 2002). For example, 
children with anxiety disorders are more likely to misperceive ambiguous situations 
as threatening (Kendall & Panichelli-Mindel, 1995), and depressed children tend to
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make more negative attributions for events and selectively attend to the negative 
aspects of situations (Kendall, Stark & Adam, 1990). Furthermore, very recent 
research suggests that dysfunctional cognitive processes are also displayed by 
children with OCD, and that such biases mirror those found in adult sufferers. Barrett 
& Healy (2003) found that 7-13 year old children with OCD in their study showed 
cognitive biases associated with overestimation of harm severity, responsibility and 
TAF in comparison to controls. Further work is clearly required to support and extend 
these findings, but evidence has begun to suggest that cognitive models of OCD in the 
adult literature could also apply to children.
Bolton (1996) extends this idea, proposing a developmental pathway for the origins of 
OCD. His cognitive developmental theory highlights the role of childhood ‘magical 
thinking’, pre-rational thought in which superstition blurs the distinction between 
causal self-efficacy on the one hand and independent reality on the other. Magical 
thinking gives children an inflated belief in their ability to change external events by 
their actions, often leading to mental or behavioural rituals employed to influence 
events around them. Since it is critical for individuals to experience control over what 
matters to them (Seligman, 1975, cited in Bolton, 1996), magical thinking can be used 
by the child to create an illusion of control over events when rational thinking has 
failed to produce a positive or avert a negative outcome. Children who experience 
ongoing, intense anxiety which is not resolved by rational thought and action, are 
more likely to rely on magical thinking as they grow older and ‘the result would begin 
to look something like OCD’ (Bolton, 1996, p i35). Bolton (1996) suggests that OCD 
that appears to have developed beyond childhood may be rooted in childhood magical 
thinking. In times of stress the strategy may have become re-activated as a way of
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coping in uncontrollable circumstances. A recent study detected a significant 
correlation between levels of magical thinking and obsessive compulsion, which 
supports the idea that magical thinking has a role in OCD (Bolton, Dearsley, 
Madronal-Luque & Baron-Cohen, 2002). However, it is clear that Bolton’s 
hypotheses require further investigation.
Are children amenable to cognitive techniques?
Even if cognitive processes are inherently involved in OCD in childhood, do children 
have the cognitive sophistication to be able to use and benefit from cognitive 
techniques in therapy? Through childhood and adolescence, cognitive development is 
characterised by a gradual change from concrete operational thinking (7-12 years) to 
more abstract, formal operational thinking (Piaget, 1962, cited in Piacentini & 
Bergman, 2001). Until recently, many researchers and clinicians assumed that in order 
to benefit from CT, individuals must be able to engage in complex, philosophical 
debates and abstract thought. Children’s limited cognitive abilities clearly excluded 
them from participating (Ronen, 1997). However, Harrington, Wood and Verduyn 
(1998) point out that although CT can be complex, many of its basic tasks rely on the 
ability to reason about concrete rather than abstract issues. Accordingly, many now 
believe that children in the concrete operational stage can cope with basic cognitive 
tasks such as self-talk and self-reinforcement (Forehand and Weirson, 1993), whereas 
adolescents are more suited to abstract tasks such as identifying and challenging 
dysfunctional assumptions (Stallard, 2002), and therapy with children younger than 
six is confined to very simple cognitive concepts such as self-talk (Piacentini & 
Bergman, 2001).
Academic Dossier Essays: Child and Adolescents
61
Children’s cognitive abilities clearly complicate attempts to teach identification, 
monitoring and modification of cognitive distortions (Piacentini & Bergman, 2001). 
However, some point out that children are able to address these more complex issues 
if abstract concepts and target cognitions are ‘ concretize[d]’ and translated into simple 
and understandable examples and metaphors from the child’s every day life (Ronen, 
1997 p85). Adaptation for children, then, is not necessarily in the cognitive aspects 
targeted for change, but in adapting materials and techniques at the appropriate 
developmental level to meet the child’s needs and abilities (Ronen, 1997). Methods 
should consider the multiplicity of social, cognitive and developmental changes 
children undergo during childhood, such as transition periods, new experiences and 
relationships, changes in cognitive comprehension, exposure to new experiences and 
changes in ability to perceive and express emotions (Kazdin, 1993). They should be 
fun, interesting and engaging (Young & Brown, 1996), and use elements that are 
familiar to children’s everyday lives including cartoons, imagery, metaphors, play and 
puppetry (Ronen, 1997). March’s (1995) CBT model for OCD, for example, involves 
cognitive restructuring techniques that assigns OCD a ‘nasty nickname’ and uses a 
story metaphor to externalise the disorder and allow the child and family to ‘fight’ the 
OCD together. Techniques that have greater visual emphasis are also helpful, 
including thought bubbles to help children understand and practice identifying 
anxiety-eliciting cognitions and explain the relationships between thoughts, anxiety 
and maladaptive responses (Ronen 1997).
It is also important that cognitive techniques are informed by gender differences, such 
as the different patterns in play in girls and boys (Raviv, Keinan, Abazon & Raviv,
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1990), and the culture and religion of the child involved (Carr, 1999), which should 
influence the types of materials that are used and the way they are presented. Parents 
are critical in supporting the child through therapy and assisting in homework tasks 
(Piacentini & Bergman, 2001), and in some cases school involvement may also be 
useful (Dadds, Spence, Holland, Barratt & Lauren, 1997).
What are the core components of cognitive therapv?
The discussions above suggest that cognitive biases in adult OCD may be applicable 
to children, and this population may be able to work on these concepts if therapy is 
adapted according to their needs. However, ascertaining whether CT for childhood 
OCD has therapeutic value relies on a clear definition of the core components of CT 
for the disorder. For instance, should core cognitive components for children derive 
from cognitive techniques used with adults? At present this question is not easily 
answered. CBT for OCD, as for many other childhood problems, has become an 
‘umbrella’ term for a wide range of techniques. As there is no well-developed 
cognitive framework for understanding the disorder, there is lack of consensus over 
the core cognitive components of therapy, which has led to a proliferation of cognitive 
techniques and combinations of cognitive and behavioural interventions used in 
research and clinical practice (Shafran, 1998) ranging from the cognitive aspects in 
March’s (1995) model to other cognitive techniques such as self-statements, and 
behavioural experiments to challenge dysfunctional beliefs. It is often difficult to 
identify the shared components of these programmes. In many cases it is also hard to 
disentangle CBT from behaviour therapy. Shafran (1998) points out that it is
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questionable whether many programmes can even be defined as CBT, since they 
appear to rely on cognitive change through entirely behavioural methods.
Furthermore, the discussions above highlight that children with OCD are not simply 
‘mini-adults’ (Stallard, 2002), and a number of factors must be considered when 
working with a child with OCD, that may not be as relevant in work with adults, 
including social, emotional, and cognitive developmental factors. These factors are 
not only important in adapting cognitive techniques to suit the child’s needs and 
abilities. They should also inform the cognitive factors targeted in therapy. For 
example, families strongly influence children’s ways of thinking and coping with their 
problems (Kendall & Morris, 1991) and there is evidence of elevated levels of anxiety 
and depression in the parents of children with OCD (Barrett, Shortt & Healy, 2002). 
These findings highlight the relevance of identifying and working with the cognitions 
of family members during therapy in addition to the child’s. The treatment model of 
March (1995) appears to do this indirectly by encouraging parents to view the OCD 
and not the child as the problem, but CBT in the anxiety literature varies in the way in 
which parents are involved, with most programs focusing on parents as consultants or 
‘cheerleaders’ to the child, without ijdentifying or working with their cognitions 
(Kendall, 1994).
Cultural and religion will also need to be taken into account in considering how to 
address a child and family’s belief systems, as they are held to influence OCD 
symptomatology, and the way in which disorders such as OCD are viewed by the 
family and the surrounding community. For example, Lemelson (2003) found that 
obsessional thinking in the Balinese culture was strongly linked to witchcraft and
Academic Dossier Essays: Child and Adolescents
64
spirits, and Okasha (1994) demonstrated that the rituals of Muslims with OCD were 
different in quality and had a higher frequency than those held by Christian sufferers. 
Particular groups, such as Afro-Carribean and Pakistani Muslims consider mental 
illness to be particularly stigmatising, and many non-white groups, including 
Pakistani, Muslim, Hindu and Christian Afro-Caribbeans, fear being misunderstood 
by health professionals (Cinnirella and Lowethenthal, 1999). These findings point to 
the importance of understanding, and accommodating religious and cultural beliefs 
held by the family and their community in treating a child with OCD.
Are benefits general or specific?
Despite the lack of empirical evidence, and disagreement over the core cognitive 
components in programs for childhood OCD, most agree that children can use and 
benefit from cognitive techniques in treatment. A final issue, then, is how cognitive 
aspects are believed to be effective. Does CT simply encourage exposure or does it 
also provide direct anti-obsessional effects (March, 1995)?
Maiiy ^searchers point to the general advantages of a cognitive approach. For 
example, unlike behaviour therapy which emphasises the constancy of behaviour over 
time, CBT offers a more comprehensive account of childhood problems, considering 
cognitive, social and developmental factors and recognising the unstable, constantly 
changing nature of child and family processes (Ronen, 1997). Cognitive principles are 
also considered crucial in enhancing the child’s motivation and engagement in 
therapy, by increasing the child’s sense of personal efficacy, predictability, 
controllability and self-attributed success (March, Franklin, Nelson & Foa, 2001). In
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contrast to traditional behavioural approaches which view the patient as a passive 
recipient of treatment, CT promotes a collaborative ethos, in which the child is an 
active agent in therapy and encouraged to participate in decision-making (Gelfand & 
Hartmann, 1984). These principles are particularly important in enhancing the 
motivation of children, who tend to be brought to therapy by their parents whether 
they are willing or not (Stallard, 2002). They are also in line with the National Service 
Framework for Children which states that children should be encouraged to be active 
partners in decisions about their health care (Department of Health, 2003).
But, do cognitive techniques have specific effects on the cognitions associated with 
OCD? This is unclear, as research into anxiety disorders in children has neglected the 
area of cognitive change (Stallard, 2002). In adults, research has demonstrated that 
manipulating such biases can have direct effects on OCD symptomatology. For 
example, Shafran (1997) found that increasing and decreasing individuals’ sense of 
responsibility systemically increased and decreased their obsessions (Shafran, 1997). 
However, as in the childhood literature, core components of cognitive therapy and 
powerful methods for reducing cognitive biases have not yet been elucidated 
(Rachman, 1997 p793).
The challenge then, for researchers in the child and adult fields, is to identify relevant 
cognitive biases, effective cognitive techniques, and methodology sound ways of 
assessing them (Stallard, 2002). In addition, it is notable that ERP is thought to 
produce cognitive change, reducing the personal significance of intrusive thoughts by 
indirectly challenging individuals’ belief that in order to prevent their fears they must 
engage in their compulsions (Shafran and Somers, 1998). Future research must
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therefore determine the effects of behavioural techniques on cognitive change, and 
ascertain whether CT makes an independent contribution (Shafran, 1998). The adult 
literature also suggests that different forms of OCD respond differentially to 
behavioural and cognitive treatments. For example, studies suggest that CT is more 
appropriate for individuals with obsessions without compulsions (Salkovskis & 
Westbrook, 1989) and OCD that involves scrupulosity, moral guilt or pathological 
doubt, whereas behavioural techniques may be more suitable for contamination fears 
and hoarding (Rapoport and Inoff-Germain, 2000). It will be important to investigate 
whether these trends are also found in children (March, 2000).
Finally, there is need for more research on the influence of ethnicity, religion and 
culture on prevalence, OCD symptomalogy, and response to CBT, and it is evident 
that these factors must be considered in the developnient of theories of OCD and 
models of treatment. This is particularly relevant, in light of recent findings of higher 
rates of OCD in children of ethnic minority groups compared to normal and 
psychiatric controls (Heyman, Fombonne, Simmons, Ford, Meltzer & Goodman, 
2003).
CONCLUSIONS
Questioning the therapeutic value of a cognitive addition to CBT for OCD raises 
important issues. At present there are no cognitive behavioural models of OCD for 
children. It is notable that the treatment model of March (1995), which has been the 
most extensively investigated in the CBT literature for childhood OCD, is based on a 
neurobehavioral rather than a cognitive framework. Although neuro-behavioural and
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cognitive theories are not necessarily incompatible, further work is needed to integrate 
them (Shafran, 2001). This omission has led to a lack of consensus over the core 
cognitive components of CBT programs for OCD, which means that a wide range of 
cognitive and behavioural techniques are used, with most programs neglecting the 
cognitive aspects upheld by Salkovskis (1989) and Rachman (1997) in the adult 
literature.
Research is beginning to suggest that children with OCD share biases in thinking 
found in adults with OCD, and models to explain how these biases arise are starting to 
emerge (Bolton, 1997). Evidence that dysfunctional thinking is involved suggests that 
using cognitive techniques may be important, to address and challenge these beliefs 
albeit in ways that children understand. At the same time, it is evident that children 
are not simply ‘mini-adults’ and despite similarities in child and adulthood OCD, 
adapting cognitive techniques and choosing the relevant cognitions on which to work 
should be informed by cognitive, social, emotional, developmental factors, as well as 
the family and the school. For the practicing clinician, it is clear that regardless of 
whether work is predominantly behavioural or incorporates cognitive aspects, 
adhering to these aspects is of utmost importance.
Despite the current methodological limitations in childhood OCD research, most 
believe that cognitive techniques do add therapeutic value to working behaviourally 
with a child with OCD. Currently, however, it remains equivocal whether their 
advantages are purely of benefit to the therapeutic process generally, or whether they 
also have the capacity to act directly upon cognitive biases of the disorder itself. 
Developing effective treatment for childhood OCD has the potential to have wide-
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reaching impact on OCD across the age-range. However, until there is a more 
comprehensive model of OCD for children, more precise definitions of what essential 
cognitive elements and techniques are important (Shafran, 1998), and methodological 
improvement in research studies, questions about the value and efficacy of cognitive 
techniques for children with OCD will remain unanswered
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OLDER PEOPLE ESSAY 
2004 
YEAR 3
What is the role of the clinical psychologist in services for 
people with dementia and their families? How can we evaluate 
our contribution as psychologists?
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WHAT IS THE ROLE OF THE CLINCIAL PSYCHOLOGIST IN SERVICES 
FOR PEOPLE WITH DEMENTIA AND THEIR FAMILIES? HOW CAN WE 
EVALUATE OUR CONTRIBUTION AS PSYCHOLOGISTS?
INTRODUCTION
This essay will outline the role of the clinical psychologist in dementia services, and 
discuss how this role can be evaluated. It is important to note that dementia can affect 
individuals under 65, and there is an association between dementia and Down’s 
syndrome (Lindsay & Powell, 1994). In addition, the most common dementia 
syndromes are Alzheimer’s Disease (AD) and vascular dementias, but many people 
are afflicted by less common dementias including dementia as a result of Parkinson’s 
disease, and progressive dementing disorders such as Huntington’s disease (Kasl- 
Godley & Gatz, 2000). Due to limited space the essay will focus on older people with 
Alzheimer’s Disease (AD).
Firstly, there will be a description of dementia, together with reference to the 
importance of the topic and my own personal reflections about why I chose this area 
for discussion. Then there will be a brief history of dementia care to place the 
developing role of the psychologist in context. Next, there is a definition of the 
clinical psychologist followed by a consideration of the roles for the psychologist in 
dementia care including: assessments, individual and group interventions for patients; 
interventions for caregivers; work within teams; and in service development and 
delivery, and research. Outcome studies evaluating the effectiveness of these 
interventions will not be outlined, as this is beyond the scope of the essay. In the final 
part, discussions will centre on ways of evaluating the psychologist’s contribution.
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including outcome measures, using service user experience, and implementing and 
forming standards and auditing them. Finally, the implications of the broad and 
growing role of the clinical psychologist will be discussed, whilst considering the 
difficulties in meeting this demand.
WHAT IS DEMENTIA?
Dementia is a clinical syndrome that results in a slow, progressive, global loss of 
mental functioning (Weiner, 1996). It is predominantly a disease of old age and its 
prevalence and incidence rises markedly with advancing age (Rossor, 1993). AD is 
associated with a progressive general atrophy of the cerebral cortex. The aetiology of 
these changes is largely unknown, although risk factors include chronological age, 
Down’s syndrome, family history of dementia and prior head trauma (Midence & 
Cunliffe, 1996). At present, there is no cure for AD, and no way of preventing its 
progression (Clare, Baddeley, Moniz-Cook & Woods, 2003). On average, the 
duration of the disease is 6-8 years, but this varies among individuals. In the early 
stages, individuals present with memory problems and progressive spatial 
disorientation. They may show a reduced ability to perform everyday activities such 
as dressing, lose spontaneity and initiative, become anxious or depressed, and lack 
awareness of their increasing difficulties. As the condition progresses, memory and 
disorientation worsen; sufferers become unable to retrieve recent memories or 
recognise their relatives. In the final stages, there is intellectual, motor and 
behavioural disintegration and individuals remain in a vegetative state until death 
(Midence & Cunliffe, 1996).
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WHY DISCUSS DEMENTIA?
For many of us ‘dementia’ is symbolic of a ‘living death’ or a ‘state worse than death’ 
(Woods, 1999). It may be something we fear and hope we never have to think about. 
However, dementia is becoming increasingly relevant and unavoidable in our ‘aging 
Society’, in which life expectancy has increased dramatically and the birth rate has 
almost halved. Recent figures estimate that AD is now the forth most common cause 
of death in Western Society (Femandez-Ballesteros, 2001). Recent government 
guidelines, such as Standard Seven of the National Service Framework for Older 
people (Department of Health; DoH 2001a), aim to promote the early detection, 
treatment and support of older people with dementia and their carers, and reflect the 
growing concern and awareness of the condition as part of current health provision.
As a trainee psychologist, without experience working with people suffering from 
dementia, I initially shared common conceptions and fears about dementia, believing 
that psychologists would have a limited role in dementia care, given the neurological, 
inevitable deterioration of the disease. However, whilst talking to a colleague on her 
older people placement about two couples she was seeing who were attempting to 
cope with a diagnosis of dementia, I was struck by the different ways each couple 
viewed and coped with the diagnosis, and the diverse emotions evoked in patients, 
their partners, and my colleague. As a second year trainee, I also had a growing 
awareness of the role of the clinical psychologist at different levels of service 
provision. Considering these factors began to challenge my preconceptions, and 
fuelled my interest in the role of clinical psychologists in dementia care.
Academic Dossier Essays: Older People
78
HISTORY OF DEMENTIA CARE
In order to understand this role, it is important to gain an overview of the 
developments in the field over the last thirty years. Early days of gerontology viewed 
dementia as an entirely biomedical entity (Kitwood, 1990). This belief, coupled with 
the poor pharmacological success in treating the disorder and its inevitable 
progressive decline, fuelled a sense of ‘therapeutic nihilism’ among professionals and 
widespread opinion that once dementia was diagnosed, ‘nothing could be done’ (Clare 
et al, 2003). Cognitive, emotional and behavioural manifestations seen in dementia 
patients were viewed as inevitable symptoms of the disease that should, at best, be 
managed, or kept at bay with medication (Clare et al, 2003).
During the 1980’s the normalisation movement of the previous decade, which aimed 
to address the ‘devaluation’, and social exclusion suffered by individuals with a 
disability, begun to filter through to those involved in dementia care, and inform ah 
approach that acknowledged the individuality, rights and humanity of people with 
dementia (Woods, 1999). Furthermore, in the mid-to-late 80s Kitwood (1990) 
challenged the ‘reductionist’ biomedical model of dementia (Adams, 1996). He 
proposed that a positive, social environment could counter the effects of neurological 
impairment to some extent while a negative environment could exacerbate 
impairment and disability (Reifler & Larson, 1990).
The idea that neurological change can be influenced by the social environment is 
controversial (Adams, .1996), and it remains unclear how psychosocial and 
neurological factors interact (Clare, 2002). However, research findings are
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accumulating that the social environment and patient and caregiver coping styles have 
a major impact on clinical presentation, quality of life and affective responses in 
people with dementia and their caregivers (Woods, 1999). For example, many 
dementia patients struggle to hold on to a sense of self (Clare, 2002) and suffer from 
depression (Reifler & Larson, 1990). Families of dementia sufferers are prone to 
physical health problems and psychological distress (Schulz, O’Brien, Bookwala & 
Fleiss, 1995), and caregivers in residential settings may experience burnout, negative 
attitudes and absenteeism, which can have further detrimental effects on the health 
and well-being of the patients (Beck & Shue, 1994). On the other hand, many 
sufferers take an active stance, using practical strategies to compensate for their 
difficulties, and talking to others with similar problems, which help them maintain 
their enjoyment of life and well-being (Clare, 2002). Moreover, psychological 
interventions with dementia sufferers, such as reminiscence therapy, behavioural 
interventions (Kasl-Godley & Gatz, 2000), and interventions with caregivers 
(Brodaty, Green & Koschera 2003) have been found to have beneficial effects, 
including enhanced communication between staff and patients, a reduction in 
challenging behaviour from the patient, reduced depression and distress in the 
caregiver and improvements in patient wellbeing (Brodaty, Green & Koschera, 2003).
It seems there are no.grounds for assuming that ‘nothing can be done’. Although at 
present, neurological deterioration is inevitable, psychological and social contexts are 
now regarded to be crucial considerations in dementia care (Clare et al, 2003), and it 
is recognised that there are many opportunities for change, in enhancing quality of 
life, optimising functional capacity and reducing suffering in patients and their 
caregivers (Haley, Larson, Kasl-Godley, Neimeyer, & Kwilosz, 2003). Traditionally,
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psychologists had not been regarded to be central figures in dementia care, and have 
been scarce among interdisciplinary palliative care teams. However, as bio­
psychosocial models emerge in the treatment of dementia and other chronic and life- 
threatening conditions, there is increasing awareness of the key role psychologists 
have to play. This is reflected in their growing presence in dementia services 
(Sulmasy, 2002).
THE ROLE OF THE CLINICAL PSYCHOLOGIST IN DEMENTIA CARE 
WHAT IS A CLINICAL PSYCHOLOGIST?
Clinical psychologists are health care professionals who use psychological theory and 
techniques to reduce psychological distress and promote psychological well-being. 
They are scientist-practitioners. This enables them to conduct assessments and 
interventions, based on best available research evidence and a formulation of the 
development and maintenance of the problem, and conduct research, evaluating the 
effectiveness of interventions and contributing to theory and practice. Clinical 
psychologist use these skills at different dimensions within the health service; 
working with individuals and their carers, other professionals within a multi­
disciplinary team, and at a service level (Marzillier & Hall, 1999). How are these 
skills applied in dementia care?
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ASSESSMENT
Clinical psychologists have a major task in assessing individuals for dementia (APA, 
2004). This is important to discriminate between individuals with depression and 
dementia, differentiate between the cognitive deficits of different types of dementia, 
and identify strengths and weaknesses, so that appropriate services and interventions 
can be selected as early as possible (Lindsay & Powell, 1994). It is notable that AD 
assessments can provide an accurate diagnosis only 70-90% of the time because of 
lack of clear cut diagnostic criteria and lack of definitive diagnostic tests (APA, 
2004). In addition, some assessment tools may not be appropriately validated or 
normed for use with an older people population, or individuals from non-dominant 
cultural identities (Hays, 1996), and there may be further complicating factors such as 
sensory or communication problems, and normal age-related changes in cognitive 
abilities (APA, 2004). Psychologists are therefore ideally suited to this role, in light of 
skills in selecting appropriate assessment measures, and integrating findings with 
other sources of information in a way that is sensitive to the client (APA, 2004).
Assessments typically involve neuropsychological assessment including estimates of 
pre-morbid functioning, measures of current cognitive abilities, such as memory and 
executive functioning, and observations and interviews with the individual, relative or 
caregiver about past and present psychological, social and adaptive functioning 
(Midence & Cunliffe, 1996). Repeated measures investigations at different points in 
time are also important, to determine whether there has been deterioration over time 
(APA, 2004).
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Clinical psychologists also assess dementia patients’ capacity to make medical and 
legal decisions, or consent to aspects of their care, such as behavioural or medical 
management, or continued independent living (Diehl, 1998). Assessments typically 
involve examination of cognitive and psychological functioning, observations and 
interviews based on the specific issue of consent in question (Marson, 2002). Risk 
assessments are also conducted by the clinical psychologist, which typically consider 
patients’ risk to themselves and others and risk of abuse and neglect from caregivers 
(APA, 2004).
INTERVENTIONS
Individual/ group approaches
Once a diagnosis is received, psychologists are pivotal in helping patients manage 
their feelings and overcome or adapt to their cognitive difficulties (Husband, 2000). 
There are a variety of ways psychologists are involved, including direct interventions 
with the client or groups of clients, and teaching, supervision and consultation to staff 
who are using less complex psychological interventions (Haley et al, 2003).
Cognitive behavioural approaches can be used individually and in groups with clients 
in the early stages of dementia, most typically in the treatment of anxiety and 
depression. Methods include relaxation training, problem-solving, and setting realistic 
aims and expectations (Kasl-Godley & Gatz, 2000), which are adapted to reduce the 
cognitive load on the individual, through the use of repetition, concrete examples and 
regular monitoring of the person’s comprehension (Teri & Gallagher-Thompson,
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1991). Psychologists are also involved in cognitive rehabilitation approaches, 
implemented in the early stages to help the individual manage cognitive changes 
(Clare & Woods, 2001). Techniques include encouraging the client to use 
compensatory memory aids, such as a memory board or a calendar, and promoting 
and practicing existing skills to prolong independence (Clare et al, 2003).
Other approaches used in both individual and group contexts with individuals in the 
mild and moderate stages of dementia, include reminiscence, reality orientation and 
validation therapy. Reminiscence therapy aims to evoke memories of past experiences 
in order to enhance the client’s intrapersonal and interpersonal functioning, and 
improve wellbeing (Kasl-Godley & Gatz, 2000). This approach is thought to be 
particularly important for individuals with dementia, given their progressive decline 
and increasing dependency on the past for a sense of accomplishment. In typical 
sessions, patients are encouraged to talk about memories, using newspaper files, 
photos and films (Midence & Cunliffe, 1996).Reality orientation is underpinned by 
the idea that disorientation and confusion can be exacerbated by lack of stimulation, 
and failure from caregivers to expect or reinforce normal and desired behaviours. 
Interventions aim to orientate the patient to the present, by using weather boards, 
information about the day and the date, and providing stimulating activities that 
enhance direct communication to and from the patient. Finally, validation therapy 
emphasises the importance of validating the patients’ emotions and verbalisations and 
maintaining communication, rather than striving towards environmental orientation or 
correcting factual errors in the patients’ dialogue (Fell, 1993).
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Working with caregivers
Psychologists also have a pivotal role in working with caregivers throughout the 
course of the disease. Caregivers may be family members (most people with dementia 
live at home with only 20-30 percent in long-term care), or residential staff (40-40 % 
of older people in long term care will have dementia) (Clare et al, 2003). 
Psychologists can provide caregivers with knowledge and techniques that assist them 
in the management of their patient (Fabiszweski, Shapiro & Kem, 1988). 
Interventions include advice as how best to engage with the patient, using tangible 
stimuli such as photographs and memory wallets, and engaging in conversations that 
focus on the ‘here and now’ rather than relying on impaired memory systems 
(Tomoeda & Bayles 1996). Advice and consultation may also focus on adapting the 
physical environment to the patient’s needs, such as introducing clear signposting, 
and changes to environmental features, such as checked carpets to accommodate 
patients’ increasing difficulties with depth perception (Lindsay & Powell, 1994).
In addition, psychologists are often requested by caregivers to assess and remediate 
‘challenging behaviour’ displayed by the patient, such as physical and verbal 
aggression, disordered sleep and repetitive activity, that becomes more frequent and 
pervasive as dementia progresses to moderate and severe phases (Teri & Logsdon, 
1991). Behavioural interventions provide an alternative to medication, such as major 
tranquillisers, which are known to have limited efficacy and side effects (Clare et al, 
2003). Clinical psychologists typically conduct a thorough assessment including a 
functional analysis to try to identify causes, triggers and functions of the behaviour. 
Interventions typically involve working with staff to provide reinforcement or rewards
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for appropriate behaviours displayed by the patient, whilst ignoring those of an 
inappropriate nature, and finding more appropriate ways for staff to meet the patient’s 
needs (Moniz-Cook, Woods, Gardiner, Silver & Agar, 2001).
Psychologists may also provide interventions to enhance caregivers’ coping skills, 
mood, and wellbeing (Midence & Cunliffe, 1996). This may also improve the quality 
of their care giving skills and promote the health and wellbeing of patients in their 
care. Approaches include relaxation, assertiveness training and problems-solving 
skills (Gallagher-Thompshon & Steffen, 1994), and facilitating ways of maximising 
current levels of support from services, family and friends (Lindsay & Powell, 1994).
Working with teams and services
In addition to working with patients and caregivers, clinical psychologists also have a 
number of key functions at a team level, carried out within meetings, and in 
consultation, training and supervision to team members (Keough & Huebner, 2000).
Within a multi-disciplinary team and nursing team setting, psychologists can use their 
knowledge of psychological processes to work with difficulties, and staff attitudes. 
This may involve facilitating stress management, and conflict resolution between staff 
members, which may serve to enhance overall team functioning and improve the 
quality of patient care (Haley et al, 2003). Psychologists can also help modify medical 
model attitudes within the team (Hopper, 2003), advocating a person-centred, bio­
psychosocial approach focusing on quality of life, and considering individual 
differences and diversity (Niederehe, 1998). This can promote empathy and
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understanding between staff and patients and their caregivers, and facilitate an 
individualised approach tailored to the needs of the unique patient and caregivers 
involved (Haley et al, 2003).
For example, professionals should be encouraged to consider a number of factors that 
may affect individuals’ presentation, performance, communication abilities and 
capacity to benefit from interventions (Niederehe, 1998). There may be sensory or 
communication problems, developmental disabilities (Janicki, Heller & Hogg, 1996) 
or anxiety problems or low mood. Older ethnic minority patients may have cultural 
variations in their views about dementia and mental disorder, and in the expectations 
and coping in family caregivers (Halev, et al, 2003). Ideally, these variables should be 
considered in the selection, modification and adaptation of communication, 
assessments and interventions, such as conducting activities in quiet surroundings 
with little background noise, using a larger type on materials presented to the client 
(APA, 2004) or using an interpreter (Hays, 1996).
At a service level, the psychologist has a role in referring patients to other team 
members where necessary, such as occupational therapists (Cheston, 1998), or other 
sources of help, including support groups (Yale, 1999). They may also facilitate 
coordination between other services such as primary care, social services, and the 
voluntary and private sector, which is found to increase the change of referral and 
promote early detection and treatment (Wolff, Woods & Reid, 1995). Psychologists 
can also provide training to professionals, such as General Practitioners in detecting 
dementia, and meeting patients’ needs, given that many GPs feel in-equipped in this 
area (Wolff, Woods & Reid, 1995). These interventions are crucial, as dementia is
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still under-diagnosed, patients often reach services in a crisis situation, and sufferers 
and caregivers prefer and benefit from early intervention and advice (Wolff, Woods & 
Reid, 1995).
Psychologists are also involved in developing and improving dementia services. 
Burton (2000) points out psychologists are ideally suited to this role, given their 
ability to understand and relate to service-users, their expertise in psychological 
theory and research, and their access to multiple levels of an organisation which has 
the potential to reduce a fragmented, uncoordinated approach to patient care.
Finally, psychologists’ have a key role in improving society’s attitudes towards 
persons with dementia. Recently, psychologists were involved in writing articles 
about end of life issues in an American Newspaper, as part of a community education 
project. Initiatives such as this may promote the public’s understanding of dementia 
and dementia sufferers, and encourage people to plan for their own needs (Haley et al, 
2003).
RESEARCH
The new NHS has emphasised the importance of providing care that is supported by 
research evidence for its effectiveness (DoH, 2001b). Among health care 
professionals, clinical psychologists are one of the few to have undergone extensive 
research training (Robertson & Heamshaw, 1998). This means that they have unique 
skills that enable them to develop and evaluate interventions and psychosocial 
theories of dementia, and examine the quality and effectiveness of service delivery
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and validity of the research that is conducted, and address the need for more 
randomised, controlled, blind outcome assessments; follow-ups on interventions; use 
of valid and reliable outcome criteria; studies of interactions between interventions 
and drug-therapies (Broadaty, Green & Koschera, 2003); and research into people 
with dementia from minority groups, such as gay older people and religious minority 
cultures (Hays, 1996).
HOW CAN WE EVALUATE OUR CONTRIBUTION?
Clinical psychologists have a responsibility to monitor, evaluate and improve their 
practice, and measure and demonstrate their effectiveness (Robertson & Heamshaw,
1998). This is as part of their role as scientist-practitioners (Marzillier & Hall, 1992), 
and in the context of recent NHS policies that place importance on effectiveness and 
quality of care (Robertson & Heamshaw, 1998). Given the traditional medical model 
attitudes that have permeated the field, evaluating the quality of the services provided 
for individuals with dementia is a relatively new and expanding area.
OUTCOME AND SERVICE-USER INVOLVEMENT
One way of evaluating the work of psychologists is through the use of outcome 
measures, typically implemented before and after an intervention to determine 
whether there has been improvement. Outcome measures in dementia research can be 
observational, informant-reliant or self-report, focus on patients, family members or 
staff members, and represent a variety of factors such as time spent actively engaging
Academic Dossier Essays: Older People
89
in the environment and improved affect (Judge, Camp & Orsulic-Jeras, 2000). Quality 
of life (Barofsky, 1996), a multi-dimensional construct representing physical, 
psychological and social well-being (Selai & Trimble, 1999) and Dementia care 
mapping (DCM) (Kitwood & Bredin, 1992) an observational measure of the quality 
of person-centred care in formal care settings that focuses on the quantity and quality 
of interactions between patients and staff within institutions, are two of the most 
popular outcome measures in dementia research (Clare et al, 2003). In addition, a 
recent trend has been to focus on service-users’ views on the services they receive. 
This is particularly pertinent, given the government’s recent emphasis on user- 
involvement in health services which is now accepted as an essential part of service 
delivery (Pilgrim & Waldren, 1998).
However, there are many limitations in the use of outcome measures in dementia care, 
which have important implications for ongoing efforts to evaluate the services that 
psychologists and other professionals provide. Firstly, outcome measures, such as 
Quality of Life have been criticised for being ill-defined and elusive (Selai & Trimble,
1999). Many measures focus on structural elements such as physical environment, 
support staff to patient ratio and amount of engagement, and neglect ‘person-centred’, 
psychological variables such as attitudes and quality of engagement (Brooker, 1999). 
Methods of measurement and analysis have also tended to be quantitative in nature, 
which Walsh & Ford (1994) argue does not lend itself to the study of important and 
relevant qualitative aspects of dementia, such as attitudes, culture and relationships.
Secondly, there are limitations that stem from the mode of assessment employed in 
outcome studies. With regard to observational methods, there may be discrepancies
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between the observed experience and the experiences of the service-users themselves 
(Barnett, 1997). Furthermore, DCM as a method of assessment is extremely expensive 
to carry out, and uses up valuable clinical time (Brooker, 1999).
There are also difficulties in using self-report measures within the dementia 
population, stemming from their cognitive and functional decline. Measures of quality 
of life for example, demand the use of complex cognitive procedures of introspection 
by the patient, using implicit and explicit memory systems (Barofsky, 1996). This 
creates obstacles for individuals at different stages of the disorder (Fletcher, 
Dickinson & Philp, 1992). In addition, some individuals may not be aware of their 
deficits (Rossor, 1993), may not admit to problems (Selai & Trimble, 1999), and 
show reluctance to challenge authority and complain about services (Brooker, 1999).
The challenge is to develop measures for differing levels of cognitive impairment, 
using self-report and objective measures, and qualitative and quantitative methods 
where possible, whilst considering the impact of difficulties at different stages of the 
disease (Selai & Trimble, 1999). During testing, it is recommended that measures are 
administered personally, within the setting that is being evaluated (Sperlinger & 
McAuslane, 1994), using a mixture of multiple choice and open-ended questions to 
enable patients to express positive and negative feedback (Cheston, Bender & Byatt,
2000). In addition. Goldsmith (1996) emphasises that it should not be assumed 
communication cannot take place, and methods should be adapted to aid 
communication. This process is especially important among service-users, 
representatives and advocates from ethnic minorities in order to improve dementia 
services’ understanding and awareness of their needs (Cheston et al, 2000).
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Additionally, Zarit & Leitsch (2001) emphasise that it is of utmost importance to be 
clear about the goals of the intervention under evaluation, and ensure that they stem 
logically from the specific intervention involved. Providing information to caregivers 
about dementia, for example, would be expected to promote caregivers’ knowledge, 
but may not be anticipated to have an impact on caregiver depression or burden. In 
this quest, Schulz (2001) points out that it is useful to distinguish between proximal 
outcomes, which are reasonably expected to happen as a result of an intervention, and 
distal outcomes, which are more difficult to achieve, less related to the specific 
intervention, and tend to relate to global improvements such as patient well-being.
Finally, Schulz (2001) recommends that studies should also attend to broader 
outcomes, such as effects of interventions on caregivers and health providers. He 
notes, however, that this may lead to dilemmas over whose well-being should take 
priority, as desired outcomes are not necessarily the same for all parties involved.
GUIDELINES
Psychologists can also evaluate their own practice, by devising standards of care, and 
determining how their practice compares. Somerfield & Costa (1999) highlight that in 
guideline construction, it is important to document the literature review process 
employed, and follow templates on guideline construction, such as the APA template 
for guideline construction and evaluation (APA, Task Force on Psychological 
Intervention Guidelines, 1995).
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Keough & Huebner (2000) have recently produced an introspective framework that 
psychologists can use to evaluate interventions in dementia services to help identify 
strengths and weaknesses and target problems for change. Interventions are examined 
using four questions, which include a consideration of: whether the intervention is 
based on a view of the patients’ in terms of his or her pre-morbid physical and 
psychological functioning; whether it takes into account the psychological impact of 
dementia; whether strategies are aimed at reducing distress and promoting coping and 
functioning; and whether there is empirical evidence for its effectiveness. The authors 
propose that in the future, the model could be applied by developing instruments to 
test each constituent.
There are also standards in government documentation and professional guidelines for 
psychologists, such as the National Service Framework for older people in dementia 
care (DoH, 2001), the Professional Practice Guidelines (Division of Clinical 
Psychology, DCP, 1995) and the Report on Responsibility Issues in Clinical 
Psychology and Multi-disciplinary team work (DCP, 1991) that provide useful 
evaluation guidelines for psychologists in their work with individuals, teams and 
services in dementia (Somerfield & Costa, 1999). Clinical audit can be used to 
evaluate psychologists’ practice in view of these standards. In this process, current 
performance is measured against agreed standards. Where current practice does not 
meet standards, changes are agreed and implemented and the process begins again 
(Heamshaw & Robertson, 1998).
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IMPLICATIONS
Despite increasing recognition of the variety of roles the clinical psychologist has to 
offer, the quality of psychological services for people with dementia in future will 
depend on a number of issues. For example, Sulmasy (2002) states that psychologists 
will need to convince various agencies that they have useful contribution to make, 
since many health professionals working from a medical model perspective do not see 
psychologists as central figures in palliative care.
The field is also dependent on appeal and capacity within our own profession to work 
with people with dementia. There have been advances, such as growing numbers 
within the BPS subsystem. Psychologists Special Interest Group for the Elderly (Clare 
et al, 2003). However, a recent study has revealed that although many trainee clinical 
psychologists do hold positive attitudes towards therapeutic work with older people, a 
significant minority continue to hold negative stereotypes (Lee, Volans & Gregory, 
2003), which highlights the need to address and tackle these issues in training and 
within the profession.
Furthermore, there is the problem of shortages of psychologists in the country. 
Training courses now require trainees to gain experience with older people, which has 
helped increase awareness of the area and fuel interest (Clare et al, 2003). In addition, 
trends towards training and supervising other professionals, such as clinical nurse 
specialists, or emerging professionals to carry out simpler psychological 
interventions, are beginning to increase psychologists’ availability to work with 
complex psychological tasks, and in consultation and management. A new initiative, 
for example, trained undergraduates to implemented rehabilitation interventions to
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patients with dementia, with positive outcomes (Arkin, 2001). However, there is 
concern that with the expansion in training places in clinical psychology and changes 
in requirements for placement experience work, the importance of dementia 
experience will be demoted (Clare et al, 2003). In addition, proposed changes to the 
clinical psychologists role, such as prescription privileges, will create further 
problems as psychologists will need training in psychopharmacology as it relates to 
older people, given that this population tend to present with co-occurring physical 
diseases and be taking medication for them (Walker, 2002).
In summary, psychologists have an extensive role in dementia services. This includes 
their more ‘familiar roles’ within health service, in direct assessment and intervention 
work with clients and families, interventions with nursing teams, and in research. In 
addition, developments within the health service, such as an emphasis on quality and 
evidence-based practice, and developments within the profession, have meant that 
clinical psychologists must adopt an integrative approach, working at a range of 
service provision, including roles within the multi-disciplinary team, and in 
consultation, supervision, service-development and quality-evaluation (Zarit & 
Knight, 1996).
Several methods can be employed to evaluate the contribution of the clinical 
psychologist in their different capacities, including outcome measures, service-user 
involvement and use of practice guidelines, although there are limitations, and 
complicating factors to be considered in ongoing efforts. It seems that dementia and 
other end of life care will be an increasing area of practice for clinical psychologists, 
but there are many hurdles to overcome if we are to meet the rising demand for
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clinical psychologists in dementia care, whilst achieving quality requirements of the 
newNHS.
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CLINICAL DOSSIER
The clinical dossier contains summaries of all the clinical placements completed 
during training and abstracts of each of the clinical case reports presented in Volume 
II
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Adult Mental Health Placement 
Health Psychology Dept, Guildford, Haslemere CMHT
Client demographics
Individual work with 12 clients (5 males, 1 females) ranging from 20- 64 years old. 
Ethnicity: predominantly white British
Presenting problem/ issues
Depression Childhood sexual abuse
Agoraphobia PTSD
Anxiety Compulsive overeating
Chronic fatigue Memory problems
Emetophobia
Settings
Direct access psychology, health psychology departments, and the CMHT. 
Assessment Procedures .
Initial interviews with clients, interviews with psychologist, nurses; cognitive 
assessments: WAIS III, Schonell, NART, WMS II; rating scales: BDIII, BAI, Core 
outcome measures. Pain Questionnaire.
Assessment and Interventions
I carried out three psychometric, and seven long-term interventions. I also co­
facilitated an assertiveness skills group.
Models used: CBT, behavioural, eclectic, solution-focused.
Other experience
• I attended several CPA meetings.
• I interviewed the social worker, psychiatrist and CPN about their roles in the 
CMHT
• I attended a multi-agency network meeting.
• I presented the Service Related Research project to members of the team.
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Learning Disabilities Placement 
Greenlaws Community Learning Disabilities Team, Guildford
Client demographics
Individual work with 9 clients (3 males, 6 females) ranging from 20- 63 years old. 
Ethnicity: predominantly white British
Presenting problem/ issues
Depression Social difficulties
Autism Challenging behaviour (e.g.swearing, eating cigarette
butts)
Anxiety . Anger
Bereavement Sexual frustration and related risk issues
Settings
Community Learning Disabilities Team, residential homes and day centres. 
Assessment Procedures
Initial interviews with clients, nursing staff/ carers; observations; functional analysis 
of challenging behaviour; cognitive assessments: WAIS III, Leiter R, BPVS II,
TROG; theory of mind tests; rating scales: GAD-ID, Hamilton Rating Scale for 
Depression, HALO, Life Events checklist.
Assessment and Interventions
I carried out four extended assessments, one initial assessment and four long-term 
interventions. Work included individual therapy with clients and indirect work with 
carers.
Models used:_CBT, behavioural, one intervention incorporating ideas from attachment 
theory.
Other experience
• I helped organise and jointly ran a. 4 hour presentation on dementia to staff at 
a residential home.
• I attended a range of meetings including ‘Dementia and Down’s syndrome 
research meetings, a county-wide research and development meeting and a 
clinical effectiveness meeting. I also attended a ‘vulnerable adults’ meeting 
and a network meeting discussing a client’s risk in the community.
• I attended a presentation on working with self-harm, and a special interest 
group workshop on working systemically with people with learning 
disabilities.
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Child Placement 
Child and Family Consultation Service, Farnham
Client demographics
Individual work with 9 clients (7 males, 2 females) ranging in age from 4-16. 
Ethnicity: Predominantly White British.
Presenting Problems/ issues
Asperger’s Syndrome Needle phobia
Anger problems Behavioural problems
Learning disabilities Social difficulties
Nephrotic syndrome ADHD
Enuresis Anxiety problems
Settings
Outpatient child and family service, school.
Assessment procedures
Initial interviews; cognitive assessments including the WISC III, the McCarthy 
Scales, WORD, WOND; theory of mind tasks (Strange Stories); self-report and 
therapist/parent/ teacher rated questionnaires: Strengths and Weaknesses 
Questionnaire, Connors Rating Scale; school observations.
Assessments and Interventions
I carried out three extended assessments, two school observations, one initial 
assessment and four interventions. Work included contact with children, parents and 
teachers.
Models used: cognitive behavioural therapy, behavioural therapy.
Other experience
• Gave a presentation to Assistant Psychologists and Trainee Clinical 
Psychologists on Clinical Governance.
• Attended three clinical governance meetings for the trust.
• Observed a clinical psychologist at an EMDR clinic, attended two home visits 
with a Health visitor, visited an early years centre (mainstream and special 
needs).
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Specialist Placement 
Eating disorders service, Farnham
Client demographics
Individual work with 12 clients (12 females) ranging in age from 18 to 43.
Ethnicity: predominantly White British.
Presenting Problems/ Issues
Anorexia nervosa depression
Bulimia nervosa self-harm
Suicidal ideation anxiety
Setting
Outpatient eating disorders service 
Day patient eating disorders service
Assessment Procedures
Initial interviews (joint assessments with the dietician, psychologist, psychiatrist, and 
independent assessments) and self-report measures including the BAI, BDI, SEDS, 
body silhouettes measure, used in the assessment and at the end of therapy.
Interventions
CBT, solution-focused, motivational interviewing, schema-focused therapy, narrative 
therapy.
Other experience
Presented a 40 minute presentation on my major research project to the team 
Provided consultation to a Trainee Psychologist from the Older People Service 
about an 89 year old client who was restricting her eating.
Attended and participated in weekly referral meetings, service development 
meetings and day patient review meetings and attended monthly team 
supervision sessions.
I led a discharge meeting for a client, involving the psychiatrist, the client’s 
care coordinator in her CMHT, and nursing staff.
I attended two lunches and a breakfast at the day centre.
I attended a two-hour training session on motivation interviewing, a 
presentation on trans-theoretical models of eating disorders.
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Older People Placement 
Wandsworth Community Mental Health Team for Older People, Springfield
Hospital, Tooting
Client demographics
Individual work with 7 clients (5 females, 2 males), ranging in age from 67-98.
Group work with clients ranging in age from 74-79 
Ethnicity: White British, Indian, Black African, Italian.
Presenting Problem/ issues
Fear of falling Self-harm
Depression Alzheimer’s Disease
Agoraphobia Anxiety
Challenging behaviour
Settings
CMHT for older people, clients’ homes, residential home, stroke ward.
Assessment Procedures
Initial interviews with clients, carers, residential staff and nurses on the ward; client 
observations; cognitive assessments including: WAIS III, WMS III, Graded Naming 
Test, Trail Making, BADS; self-report measures: BAI, BDI; risk assessment as part of 
care plan.
Interventions
I carried out two neuropsychological assessments, five long-term interventions, and 
ran a solution focused group on coping with physical changes. Work included 
individual therapy with clients and indirect work with nursing staff.
Models used: CBT, solution-focused, psychodynamic and schema-focused therapy.
Other experience
• I attended and participated in multi-disciplinary team meetings, referral 
meetings and service development meetings.
• I attended two talks given by drug companies on the effectiveness of their 
medication for dementia. I also attended a workshop on the utility and 
limitations of CBT with older people.
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Specialist Placement 
Addictions Service based at Springfield Hospital, St Georges Hospital and Queen
Mary s Hospital Roehampton
Client demographics
Individual work with 9 clients (4 females, 5 males) ranging in age from 23-62. Group 
work with clients ranging in age from 28-62 
Ethnicity: White British, Black Caribbean.
Presenting Problems/ Issues
Addiction to heroin, cannabis, cocaine, neurofen plus and alcohol.
Anxiety
Depression
Borderline Personality Disorder 
Anti-social Personality Disorder 
Anger
Substance-induced psychosis 
Setting
Community Drug and alcohol teams and inpatient ward.
Assessment procedures
Initial interviews, Schema-Focused Questionnaire, Situational Confidence 
Questionnaire, Readiness to Change questionnaire, BDI II, BAI
Interventions
Models used: CBT, motivational interviewing, schema-focused, solution focused, 
community reinforcement approach.
Other experience
• I conducted a presentation to psychologists in the addictions service about 
impulsivity, bulimia and addictions
• I visited a number of settings that spanned the 4 Tiers outlined in the National 
Service Framework for addictions, including Kaleidoscope, community drug 
teams, day units and drug and alcohol detoxification units.
• I attended a trust consultation meeting
• I co-facilitated four service-user forum meetings and was involved in 
promoting Service User involvement in the service.
• I attended a full day workshop on the Community Reinforcement Approach.
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Adult Mental Health Case Report Abstract 
The assessment and treatment of a 42 year old man presenting with 
agoraphobia, using a cognitive behavioural approach
Referral/ Presenting Problem
James, a 42 year old of Caucasian origin was referred by his GP to the Community 
Mental Health Team (CMHT). He was extremely disabled by agoraphobia, being 
unable to travel outside his village by car or walk more than 100 metres. His anxieties 
centred around panic attacks which occurred once or twice a week. At these times he 
feared he was having a heart attack, and feared the ‘humiliation’ of dying publicly and 
‘embarrassingly’. When his anxiety levels rose he returned home as quickly as 
possible. James had suffered from anxiety problems for 20 years. He felt trapped by 
his problem and yearned to have the freedom to enjoy life with his girlfriend.
Formulation
James’ problems were formulated using a cognitive behavioural framework. James 
described his temperament as sensitive and emotional. His mother suffered from heart 
problems, and severe agoraphobia, and he and his siblings were taken into care for 6 
months as a result of her health problems. Through his childhood he had an extremely 
close relationship with his mother and spent much of his time with her at home. These 
factors may have increased his vulnerability to somatic misinterpretations, and 
predisposed him to developing anxiety problems. His difficulties appeared to have 
been precipitated around the time of his first panic attack, which coincided with 
passing his driving test and ‘the pressure to become independent’. In terms of 
maintaining factors, James panicked when he noticed anxiety symptoms and had 
catastrophic thoughts such as ‘I’m having a heart attack’, which increased his bodily 
sensations, and triggered more catastrophic interpretations in a vicious circle. In 
addition, his avoidance, escape and safety behaviours were viewed to perpetuate the 
disorder, because they prevented James from experiencing panic and realising that 
catastrophe would not ensue.
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Intervention
James was seen for 16 sessions. His goals were to eliminate his panic attacks and to 
go shopping in town with his girlfriend. My goals as therapist were also to reduce 
James’ avoidance behaviours and restructure his catastrophic misinterpretations.
James was socialised to Clark’s (1986) panic cycle and informed about the nature of 
anxiety and panic. In the early stages James was taught anxiety management 
strategies, such as distraction and diaphragmatic breathing. Although there was a 
danger of these techniques becoming new forms of compensatory behaviour and 
maintaining factors in themselves, they were introduced to combat James’ sense of 
helplessness and engender a sense of control over his symptoms. Later on, James was 
encouraged to replace them with strategies that would challenge his catastrophic 
misinterpretations. These included coping statements, and encouraging him to think 
about the worst that could happen in his feared situation. In addition, he worked 
through a graded hierarchy of his fears from week to week. James had difficulty 
acknowledging his achievements on the hierarchy, and this was addressed in a 
number of ways, including drawing stars beside steps he would especially value 
completing to serve as sub-goals to aim towards, and encouraging him to restructure 
negative thoughts and images.
Outcome
James’ anxiety clearly reduced by the end of therapy. In terms of his hierarchy 
progress had been slow but steady. There had been a considerable increase in his 
activity outside his village and he had compiled a number of further steps to work 
towards after therapy. However, James’ fear of panic remained. In retrospect, it would 
have been valuable to address this issue further, for example, by inducing panic-like 
symptoms in therapy and providing him with first-hand evidence against his 
catastrophic beliefs. James also continued to experience difficulty valuing his 
progress, and felt frustrated at thé speed of change. It was recommended that he 
would benefit from a brief CBT intervention to specifically address his negative
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thinking, when his achievements on his hierarchy were sufficient to enable him to 
attend weekly therapy sessions in the nearby town.
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Learning Disabilities Case Report Abstract 
Utilising attachment theory with a man with mild learning disabilities and
cerebral palsy
Referral/ Presenting Problem
Simon, a 47 year old of Caucasian origin with mild learning disabilities and cerebral 
palsy was referred by an Assistant Psychologist to the Community learning 
disabilities team for continued support for his depression. His cerebral palsy affected 
his motor coordination and often made his speech difficult to understand. He was 
wheelchair bound and doubly incontinent and could not read or write. He was prone 
to episodes of low mood and was troubled by his recent move from a residential home
Formulation
Simon’s difficulties were formulated using an attachment framework. Simon reported 
an unhappy childhood, which may have predisposed him to developing depressive 
symptomatology and interpersonal problems in adulthood. His mother was controlling 
and abusive and he was very dependent upon her as a result of his disabilities. His 
upbringing may have resulted in an ‘anxious-ambivalent’ insecure attachment style in 
which he strived to maintain his relationships by clinging dependent behaviour and 
exaggerating his distress cues. His physical difficulties may have led to conflict 
between striving for independence and the need for dependency, leading to 
ambivalence and frustration and prone to self-depreciation and interpersonal 
difficulty.
Simon’s recent mood difficulties may have been precipitated by the number of losses 
in his recent past including his previous residential home and the friendships he had 
formed there. He was also left with troubling memories, including an assault upon 
him by a male member of staff, and an intimate relationship with a female staff 
member. He had cared deeply for her, but the relationship was exploitative and 
abusive, involving sexual interaction and physical abuse. In terms of maintaining 
factors, Simon tended to prefer building relationships with staff, rather than 
establishing friendships with other residents. These relationships were primarily
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dependent in nature, which may have perpetuated his feelings of helplessness and 
dependence and low self-efficacy. Furthermore, many staff related to Simon as if he 
was a naughty child and made sexual innuendos and jokes in his company, which 
were likely to reinforce Simon’s blurred boundaries about staff and his anxious and 
dependent attachment style.
Intervention
Simon was seen for 17 sessions. One of the main components of therapy was 
establishing a therapeutic alliance, facilitating the space to talk in a collaborative and 
empowering environment, and providing Simon with a secure base from which to 
start to explore the problem. Care was taken to establish and preserve boundaries 
given his past relationships with staff members and propensity to view staff as friends. 
We constructed a coping card comprising pictures representing enjoyable activities 
and positive coping statements for him to use when he was feeling sad. We discussed 
important elements of friendship, Simon was encouraged to list qualities that he felt 
would make him a good friend, and we practiced initiating interactions with residents 
using role-play. Interventions to address Simon’s traumatic memories of his assault 
included helping him write no-send letters to the perpetrator of the assault to enable 
Simon to express his feelings about what happened. During a session he then 
destroyed them with a shredder, which was held to represent putting an end to his 
feelings of guilt and responsibility for the assault and expressing his anger. 
Recommendations for staff were compiled with Simon to help staff relate to him more 
appropriately and supportively. They were discussed in a meeting involving Simon, 
his key worker, the trainee and her supervisor. Ending therapy was carefully planned 
and structured. .
Outcome
Self-report measures indicated Simon’s anxiety levels had declined. There had only 
been a slight quantitative change in his mood, but his guilt about the assault had 
clearly reduced and his low mood had become more related to ongoing practical 
difficulties and less related to the past. There had been limited gains in terms of
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establishing friendships in the home, and in using his coping card. In retrospect, early 
staff involvement would have been beneficial with a view to reducing their input 
when he had established the skills. Finally, an attachment approach aims to allow the 
development of a secure attachment base in therapy and gradual disengagement, 
indicating that a secure internal base has built up internally. In line with this, the 
relationship between Simon and-myself appeared to move from ‘dependency’ (early 
in therapy Simon as distressed by my taking annual leave one week, responding with 
‘what If I need you’) to gradual detachment (later, Simon was unperturbed by a 
week’s break), supported by the fact that Simon felt he needed less frequent 
involvement from the team after the termination of therapy.
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Child Case Report Abstract 
Extended assessment of the strengths and difficulties of a nine year old boy, with 
Asperger Syndrome under consideration
Referral/ Presenting Problem
Adam, a nine year old boy of half English, half Polish origin was referred by the 
consultant psychiatrist for a psychometric assessment to help inform her regarding a 
diagnosis of Asperger Syndrome (AS). Adam was described by his mother as a bright 
and articulate individual who had social, emotional and behavioural difficulties that 
had a seriously detrimental effect at school and life at home. He had frequent 
tantrums, had difficulties making and maintaining friendships, and was afraid of 
sudden noises, like the school bell and the toaster.
Initial assessment
Information was gathered from interviews with Adam and his mother, a meeting with 
Adam’s school teacher, and a previous report by the consultant psychiatrist when 
Adam was 5.
Initial formulation
Adam shared some characteristics that have been described in individuals with AS in 
the literature, such as social difficulties with his peers from an early age, problems 
with sharing and turn-taking, and had a strong need for structure and routine. 
However, there were also inconsistencies between Adam’s difficulties and typical AS 
presentations. For example, he engaged in pretend play from a young age which is 
generally uncharacteristic of AS. Furthermore the previous psychiatric assessment 
when Adam was 5 did not support an AS diagnosis. The psychiatric assessment 
highlighted the large discrepancy between Adam’s high intelligence and emotional 
immaturity, and suggested this may account for his ongoing social and emotional 
problems. Therefore, two hypotheses were proposed to account for Adam’s 
difficulties. The first was Adam had AS. The second proposed that Adam’s
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difficulties were related to the discrepancy between his intelligence and emotional 
maturity.
Extended assessment
The W ise III (Weschler, 1991) was conducted to clarify Adam’s intellectual 
strengths and weaknesses. ‘Strange Stories’ (Happe, 1994) was administered as a test 
of ‘theory of mind’ which is known to cause difficulty among more able individuals 
with AS. A school observation was conducted to gain more information about his 
academic and social abilities and presentation in class and at break-time. Finally, 
Adam’s difficulties were considered in relation to the Gillberg and Gillberg (1989) 
diagnostic criteria for AS.
Adam did not meet Gillberg & Gillberg (1989) criteria for AS, and although there 
were some similarities between Adam and individuals with AS there were many 
inconsistencies. For exarnple, some of Adam’s behaviour at school was slightly 
inappropriate but he was observed to have reciprocal exchanges with other children. 
He was responsive and chatty during the on-to-one testing sessions, and he was able 
to understand stories involving ‘double-bluffs’, sarcasm and lies. Cognitively, Adam’s 
results placed him as highly able in most domains, and ‘gifted’ in terms of his Full 
Scale IQ. Re-examining the two hypotheses, there was very limited evidence to 
suggest Adam had AS, but some support for the idea that his difficulties were related 
to his high intelligence.
Extended formulation
Adam’s advanced intellectual abilities may have predisposed him to social and 
emotional difficulties. For example, the literature suggests very intelligent children 
are sometimes perceived to be socially inept and arrogant as they ask ‘socially 
inappropriate’ questions and appear ‘bossy’ and directive in their play. They may set 
unrealistic standards for themselves, increasing their anxiety and vulnerability to 
failure. Furthermore, the discrepancy between Adam’s intellectual abilities and 
emotional maturity may have left him particularly prone to emotional outbursts in
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response to failure or disappointment. Adam’s difficulties may have been maintained 
by under-stimulation at school, and unrealistically high expectations from parents and 
teachers. For example Adam’s teacher believed he was non-compliant and careless in 
his work, but these behaviours may have reflected underlying difficulties that required 
special help and attention. Finally, it is possible that Adam’s mother’s belief that his 
emotional volatility ‘comes from the Polish side of the family’ maintained his 
tantrums, as it communicated that his tantrums a fixed and ingrained part of his 
nature.
Recommendations and feedback
The assessment and recommendations were fed back to Adam, his mother, Adam’s 
teacher, and the school’s Special Educational Needs Coordinator in a school meeting. 
The following recommendations were made. It was highlighted that Adam may need 
ongoing support to help him with friendships, such as by encouraging him to join 
after school clubs and meet children with similar abilities and interests. Secondly, it 
was emphasised that he may benefit from support in subjects he finds more difficult 
including frequent encouragement and praise and a reward system for persistence and 
achievement. To promote Adam’s engagement and creativity, it was suggested his 
teacher could consider extending what is taught and incorporating ‘hands on 
activities’. Finally, it was recommended that an assessment and intervention geared 
towards his anxieties about noises and tantrums would be useful. A hearing 
assessment would be useful to rule out a physical explanation for his fears, and Adam 
may benefit from cognitive behavioural therapy to teach him coping strategies to 
manage his anxiety and restructure fearful thoughts about noise.
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Older People Case Report Abstract 
Neuropsychological Assessment of a 67 year old man presenting with word
finding difficulties
Referral/ Presenting Problem
Bill, a 67 year old English speaking man of African origin was referred for a 
psychometric assessment by the Specialist Registrar in the Community Mental Health 
Team for Older People because of concerns about his word finding difficulties. Bill 
described problems finding words and forgetting peoples’ names, which started 
suddenly about six months ago. Since then he felt that in general there had been a 
small improvement. There were no other problems, such as with disorientation, 
attention or concentration. At the time of the assessment the Registrar was awaiting 
results of a Computed Tomography (CT) scan.
Medical history
Bill was diagnosed with hypertension and had been receiving treatment for about two 
months. There was no history of cardiac disease, cardiovascular accident (CVA), 
epilepsy or head injury, no family history of dementia and no past or problems with 
alcohol or substance use.
Background
Bill’s only language was English. He was bom in Nigeria and when he was 5 the 
family moved to Sierra Leone. Bill moved to England to study when he was 19, 
gaining physics, chemistry and biology A Levels, and achieving a law degree in the 
eighties. He had worked as a finance lawyer until he retired two years ago.
Hypotheses
A number of explanations could have accounted for Bill’s presenting difficulties, 
including cognitive impairment relating to vascular causes such as Transient 
Ischaemic Attacks (TIAs), Cerebrovascular accident (CVA) and hypertension, or
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impairment associated with dementia, namely vascular dementia (IVD) and 
Alzheimer’s Disease (AD). It was possible Bill presented with one or more of these 
problems.
Cognitive Assessments
The assessment focused upon cognitive domains considered important in 
investigating cognitive decline and dementia, including pre-morbid and current 
intellectual functioning, verbal and non-verbal memory, language, visuo-perceptual 
skills, executive functioning, attention and current mood. Bill’s CT scan results 
arrived mid way through testing. The scan showed a lesion in the left superior 
temporal lobe, with a ‘normal’ appearance in other respects.
Bill scored in the high average range on the test of pre-morbid functioning, consistent 
with his educational and vocational achievements. His verbal abilities were in the 
high average range, and verbal memory tasks were average to high average. His word 
finding skills as assessed by the Graded Naming test were in the average range. 
Problems with word finding were more evident in the Semantic Fluency subtest in 
which he scored in the low average range. Bill had more difficulties with non-verbal 
tasks, and many scores were considerably lower than would be anticipated given his 
pre-morbid abilities. For example, he achieved low visual memory scores, poor scores 
in visual spatial tasks, and a low average score on a task of visual reasoning. His 
planning ability, one aspect of executive functioning was in the average range.
Discussion
Vascular Disease
Bill’s scan results provided evidence for a vascular explanation for his presenting 
difficulties. Some cognitive results were consistent with damage in this area. The left 
superior temporal lobe is active in picture naming, word generation and learning and 
recognition of verbal material. Bill’s scores on tests of word finding, and observations 
during testing highlighted marginal difficulties with word finding compared to pre-
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morbid levels, and most verbal memory scores were in the average range which may 
have reflected a ‘drop’ from his previous level of functioning. Findings also pointed 
to damage within the right hemisphere. For example Bill obtained low scores in non­
verbal areas including visual memory, visual reasoning and visual-spatial abilities. 
This was surprising in light of the scan results and considering ischemic strokes are 
typically one-sided. However research has found that the effects of stroke can extend 
beyond the obvious deficits associated with the side or location of the lesion.
Dementia
Consistent with AD presentations Bill’s abilities appeared to have deteriorated 
compared to pre-morbid levels, his verbal scores were considerably higher than his 
non-verbal scores, and he had visuo-perceptual and word finding difficulties. 
However these difficulties are not unique to AD. Other aspects of Bill’s presentation 
did not support an AD diagnosis, for example, the sudden onset of his difficulties and 
the improvement in his symptoms.
Bill may have had vascular dementia given the sudden onset of his symptoms, his 
history of hypertension. However, multiple infarcts, which would be required to 
diagnose IVD were not picked up by the scan, and at the time of testing Bill did not 
demonstrate significant problems with executive functioning which is commonly seen 
in IVD. It was not possible to determine whether Bill had IVD without repeat testing 
in a year.
Conclusion
Overall it seemed most likely the difficulties highlighted in the assessment related to 
the stroke Bill suffered in the left temporal lobe. Problems identified in the right 
hemisphere may have been caused by the stroke, hypertension or TIAs. It was not 
possible to ascertain whether Bill had a mixed presentation with dementia without 
repeat testing in a year although his presentation and risk factors were more indicative 
of IVD rather than AD.
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Bill was given feedback about the findings. He was not concerned about his 
presenting difficulties as he felt they had improved in the last year. It was emphasised 
that he continue his treatment for hypertension as this reduces the risk of vascular 
dementia, and further strokes. It was recommended he obtain a referral from his GP if 
he noticed further decline in a year’s time.
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Specialist Case Report Abstract 
Utilising a motivational interviewing approach with a 23 year old female with
anorexia nervosa
Referral/ Presenting Problem
Natalie, a 23 year old of Caucasian origin was referred to the eating disorders service 
by her community psychiatric nurse at her Community Mental Health Team (CMHT). 
Natalie reported severely restricted her diet in the last eight months. She had a dinner 
of vegetables and ‘Cuppa soup’ twice a week, and otherwise limited her intake to 
juice and water. She reported significant weight loss in this time. Her Body Mass 
Index (BMI) was now at the high end of the anorexic range. Natalie was ambivalent 
about receiving treatment. She believed her eating pattern suited her, and said she had 
come in response to concerns from work colleagues, family and friends.
Formulation
The initial formulation included cognitive and motivational concepts. Predisposing 
factors were considered to be a preoccupation with shape and weight from the age of 
16, low self-esteem during her adolescence, and her tendency for perfectionism. Her 
mother possibly had an eating disorder during her childhood which may have 
increased her vulnerability to developing an eating disorder. Moving away from home 
aged 22 seemed to have precipitated Natalie’s anorexia, as she said at this point she 
was able to reduce her food intake significantly. Her eating disorder may have been 
maintained by a number of mechanisms. For example, dieting may have enhanced her 
sense of being control, thus reinforcing further restriction. Her low BMI may have led 
to physiological and psychological changes, including intense hunger, which 
threatened her sense of being in control leading to further restriction, and a 
preoccupation with food and a narrowing of interests, which amplified the importance 
of restricting food as a means for enhancing self-worth and self-control. The lack of 
discrepancy between how she was and how she wanted to be may have kept Natalie at 
a pre-contemplative level of change.
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Intervention
Natalie was seen for 16 sessions. A motivational interviewing framework was used to 
address Natalie’s difficulties given her stage of pre-contemplation, incorporating 
Narrative ideas of externalisation and re-authoring. Natalie was unsure about her 
goals for therapy. We agreed to promote her understanding of the eating disorder. It 
was emphasised throughout that the responsibility for deciding whether to change was 
ultimately hers. My goals as therapist were to develop and enhance discrepancy 
between Natalie’s current behaviour, and her broader goals and her self-concept.
During therapy, we explored the ‘pros’ and the ‘cons’ of her eating disorder. Natalie 
externalised the anorexia and the small part of her that acknowledged there was a 
problem, calling these aspects ‘Rex’ and ‘Me’ respectively. ‘Rex’ was a ‘gremlin’ 
who had a positive guise and kept things ‘comfortable’ but was ultimately controlling, 
said ‘you don’t need as much food as other people’, ‘food is bad’ and he ‘didn’t let 
Me have a say’. Me believed that ‘food gives you energy’ and was ‘frightened of 
ending up lonely’. Externalising Rex and Me enabled Natalie to speak more openly 
about the different perspectives without feeling defensive. Other components of 
therapy included enhancing Natalie’s self-efficacy by exploring her strengths and 
competencies. As our relationship developed, Natalie talked about her unhappy 
childhood and adolescence living with her Nan who was frequently verbally abusive 
to her. There appeared to be a ‘dominant story’ that she was weak and unassertive and 
should have done something to buffer her Nan’s influence on her and her family. Re­
authoring was used to construct an alternative story of her past, acknowledging the 
strength she had demonstrated through her experiences.
Reformulation
An additional predisposing and maintaining factor emerged; prolonged emotional 
abuse from the age of 7, when her Nan moved into the family household. These 
experiences contributed to feelings of self-doubt, helplessness and lack of control. 
Restricting her eating initially provided Natalie with a source of enhancement in terms
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of self-efficacy, self-esteem and control. We decided that Rex evolved when Natalie 
began to feel ‘locked’ into the restrictive behaviours and they began to control her.
Outcome
Therapy with Natalie challenged my previous conceptions of ‘a successful outcome’, 
highlighting the importance of cognitive change, and that this can occur in the 
absence of behavioural change, a more traditional goal in treating eating disorders. 
Natalie’s eating behaviour had not changed or worsened, and her motivation remained 
the same. However, she reported that she had become more aware of anorexic 
thoughts and behaviours, and reported a sense of losing control, confusion and anger 
towards herself, perhaps reflecting the disruption to her source of self-esteem and 
control, and that she now felt controlled by the eating disorder. Natalie said 
acknowledging a link between her childhood experiences and her eating disorder had 
weakened her original beliefs that restricting her eating was simply a part of her, and 
she described a sense of relief in realising that in the past she ‘should’ not necessarily 
have acted differently. She reported that therapy had given her a drive for the future 
and motivated her in areas of her life she had realised were important, including 
teaching swimming, work and her relationships.
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RESEARCH DOSSIER
This section comprises a research log, detailing research activity over the three year 
course, the Service Related Research Project and the Major Research Project.
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SERVICE RELATED RESEARCH PROJECT 
2003 
YEAR 1
Using the CORE to investigate patient presentations and 
adherence to referral guidelines in Bracton counselling, 
psychology and CMHT services.
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ABSTRACT
Objectives
To determine whether severity, fiinctioning, risk and duration differed among referrals to 
Counselling, Psychology and Community Mental Health Team (CMHT) services.
To determine whether services met referral guidelines.
Design
A non-experimental, independent groups design.
Setting
Counselling, Psychology and CMHT services of an NHS Tnist.
Participants
88 clients attending initial assessments in Counselling, Psychology and CMHT services.
Main Outcome Measures
The pre-therapy CORE outcome measure, providing severity, functioning, and risk scores, 
and a shortened version of the CORE Therapist Assessment measure, providing duration 
scores and presenting problems.
Main Hypothesis
Client presentations will differ among services with difficulties increasing between 
Counselling, Psychology and CMHT services.
Results
Accepted referrals showed differences in severity, functioning and risk, with difficulties 
increasing among Counselling, Psychology and the CMHT. There were no differences in 
Duration. Among all referrals some differences were found, but there were similarities in 
severity, functioning and risk.
Psychology met all referral guidelines. Counselling accepted patients with problems of 
greater duration, and the CMHT accepted individuals with lower risk and severity, and greater 
functioning, than specified in their guidelines.
Conclusions
Limitations in the study preclude firm conclusions. However, Counselling, Psychology and 
CMHT referrals differed on certain dimensions, and met some referral guidelines, in line with 
National Service Framework (1999) and Department of Health (2001) recommendations. In 
order to improve appropriateness of referrals, guidelines in each service could be clarified, as 
could the issue of whether services should strive to accept referrals that meet all, or only some 
of their guideline criteria.
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INTRODUCTION
The National Service Framework for Mental Health (NSF; Department of Health; 
DoH, 1999) States that people with mental health problems should have access to 
effective psychological treatment. This process largely depends on the referral 
practices of General Practitioners, who are often the first port of call for individuals 
with psychological problems (Goldberg & Huxley, 1992), and allocation and referral 
decisions by therapists once referrals have reached a service (Cape & Parham, 2001). 
Appropriate referral practices help prevent delay and waiting time, multiple 
assessments, wrong treatment allocation, and false starts in therapy (DoH; 2001).
Decisions are often complicated by the many referral options available, in terms of 
different psychological therapies, therapists, and services (DoH, 1996). The 
Department of Health’s (2001) Clinical Practice Guidelines constitute one attempt to 
facilitate and clarify the process by providing evidence-based recommendations on 
the therapies and services that may be appropriate for individuals with particular 
problems. For example, with regard to service-type, the guidelines recommend that 
counselling is suitable for individuals ‘having difficulty adjusting to life events, 
illnesses, disabilities or losses...’, p36, individuals with disorders such as phobia, 
severe depression and anxiety are more suited to psychological therapy, and CMHTs 
are appropriate for individuals who have ‘...chronic mental health problem, need 
multi-agency work, are suicidal, self-harming, or pose a risk to others...’ p36. Cape 
and Parham (2001) elucidate from these criteria, that counselling is helpful for milder 
cases of emotional disorder, whereas psychology and CMHTs are more suited to 
severe and complex psychological problems.
Ross & Hardy (1999) highlight that, if services are to meet the full range of needs of 
mental health patients effectively, they must use evidence-based guidelines in 
developing local service criteria. Additionally, in order to improve the efficiency of 
patient pathways, the NSF (DoH, 2002) asserts that trusts should routinely review 
their referral practices, and collect data about the appropriateness of referrals. Many 
studies have examined these issues, with varied findings. Some point to differences 
between client presentations in counselling and psychology, whereas others have
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found similarities (Tata, Eagle & Green, 1996). For example, in Cape and Parham’s 
(2001) study case-mix between services was broadly similar, but some differences, 
such as severity and complexity were detected, in line with evidence-based 
recommendations.
A variety of methods have been used in service comparisons. For example. Cape & 
Parham (2001) used therapists’ retrospective accounts of clients’ problem severity, 
chronicity, and complexity, and several studies have utilised the SCL-90-R 
(Derogatis, 1994) (e.g Kemp & Thwaites, 1998). The pre-therapy CORE (Clinical 
Outcome in Routine Evaluation) Therapy Assessment, and CORE Outcome Measure 
(CORE-OM; Evans, Connell, Barkham, Mellor-Clark, Margison et al, 1998) have 
also been used in service profiling, and assessing differences between services at 
intake, in order to improve service efficiency (Evans et al, 1998). The CORE-OM is 
particularly well-researched, and is reported to have high reliability and validity, and a 
high degree of client compliance (Evans, Connell, Barkham, Margison, McGrath et al 
2002).
THE CURRENT INVESTIGATION
Brackton NHS trust’s referral guidelines for Counselling, Psychology and CMHT 
(Appendix A) aim to meet recommendations of the DoH (1999, 2001). Counselling is 
for individuals with generalised depression or anxiety of mild to moderate severity, 
primary-care Psychology is for those with generalised anxiety or depression, or 
specific focal symptoms such as OCD and phobia, of moderate or acute severity, and 
the CMHT helps those with severe and enduring mental illness.
In striving to meet NSF criteria, the trust is investigating aspects of its service 
delivery, including referral practices. This project aimed to examine the 
appropriateness of referrals to Counselling, Psychology and CMHT psychology 
services, using existing data.
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There were two main objectives;
1) To determine whether Counselling, Psychology and the CMHT provide 
services for clients with different presentations.
2) To determine whether services meet referral guidelines.
MAIN HYPOTHESIS
In line with referral guidelines. Severity, Functioning, Risk and Duration will differ 
between services, with difficulty increasing between Counselling, Psychology and 
CMHT services.
METHOD
DESIGN
The study had a non-experimental, independent groups design.
PARTICIPANTS
The demographics of services and participants are shown in Tables 1 and 2.
Table 1. Service Demographics
Counselling Psychology CMHT
Populations
served
250 000 250 000 75 000
Type of 
Service
Primary care Primary care Secondary care
Referral
Process
Referrals are received from primary and secondary care. Referrals that are 
clearly inappropriate are referred on. Other referrals are put on waiting lists, for 
an available appointment. Following an initial assessment session, clients are 
either accepted, given reassurance and discharged, or referred to a more suitable
service.
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Table 2. Participant Demographics.
Counselling Psychology CMHT Total
Number of 
participants
29 39 20 88
Mean age 
(S.D)
38(6.98) 37(7.13) 35 (6.21)
Age range 18-65 18-70 19-64
Males 11 9 8 28
Females 14 29 9 52
MAIN OUTCOME MEASURES
Pre-therapy scores of two parts of the CORE system were used (Appendix B). The 
CORE outcome measure (client-rated) provided Severity, Functioning and Risk 
scores, and the Therapist Outcome measure (therapist-rated), the trust’s shortened 
version of the Therapist Assessment measure, provided Duration scores, and client 
problem information,
Severitv. Functioning, Risk and Duration measures
The Problem/Symptoms category (which the investigator termed Severity, as the 
category taps the severity of problems and symptoms; Evans et al, 1998), and the 
Life/social functioning category (termed Functioning), consisted of 12 items. The 
Risk to Self and Others category (termed Risk) consisted of 6 items.
Clients rated each item on a five-point Likert-based scale; ‘Not at all’=0, ‘Only 
Occasionally’= l, ‘Sometimes’=2, ‘Often’=3 or ‘Most of the Time’=4. Clients’ total 
score for each category was calculated by summing the scores of category items. 
Mean scores (ranging from 0-4) were calculated for each client in each category, by 
dividing their total score by the number of completed item responses. These mean 
scores were used in the analysis. Total scores were not used because of missing data.
Duration was rated by therapists on a four-point scale for one or more of the 15 
problems specified. The investigator assigned the following score to each time period; 
>6months=l, 6-12months=2, >12months=3, Recurring/Continuous=3. This system
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ensured that increasing scores reflected longer duration. The highest problem duration 
of each client was used in the analysis.
Referral Guideline Criteria
Referral guidelines were divided by the investigator into categories of severity, 
problem, duration, risk and functioning (Appendix C). Criteria were devised so that 
CORE scores could be used to determine whether services met referral guidelines in 
each category (See Appendix D for details) shown in Table 3.
each catesorv
CORE measures COUNSELLING PSYCHOLOGY CMHT
Problem Depression, Anxiety Depression, Anxiety, 
OCD, Eating disorder. 
Panic attacks, Phobias
Depression, Psychotic 
illness, personality 
disorder
Severity (mean) 1-2 2-3 3-4
Duration 1 1,2,3 3
(highest score)
functioning (mean) N/A 1-2 3-4
Risk (mean) N/A N/A 1-4
Clients were assigned 0 (criteria not met) or 1 (criteria met) for each guideline 
category. The percentage of clients meeting guidelines in each category was 
computed. These percentages were used to gauge how successfully each service met 
guideline categories. Totals were not used because of missing data.
A score was also calculated to determine each service’s overall guideline 
performance. For each client, a percentage was calculated, based on their number of 
guideline categories he/she met (number of Is divided by total number of categories 
xlOO). Then, a mean performance score was calculated for each service by summing 
these percentages, and dividing by the number of clients.
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PROCEDURE
The CORE forms, and an information sheet and consent form (Appendix B) were 
administered in initial assessments. Psychology and Counselling had routinely 
administered these forms for two years, and the CMHT had just begun administering 
them in a pilot study to assess its suitability for their service. Data was used from five 
Counsellors in Counselling (based at four GP surgeries), two Clinical Psychologists in 
Psychology (based at two GP surgeries), and one Clinical Psychologist at the CMHT. 
The investigator collected data from professionals fortnightly, over six months. 
Because of the limited number of psychology referrals to the CMHT in the collection 
period, referrals seen by two Community Psychiatric Nurses and one Psychiatrist 
were added to the sample. See Appendix E for ethical considerations.
RESULTS
ANALYSIS 1; COMPARING SEVERITY, FUNCTIONING, RISK AND 
DURATION BETWEEN SERVICES
DESCRIPTIVE STATISTICS
Means, standard deviations, and medians were calculated for each variable (Tables 4- 
7) (higher scores represent increasing difficulty). Box-plots and histograms revealed 
that Severity and Functioning were normally distributed. Risk was negatively skewed, 
and Duration was positively skewed. Outliers were detected in Risk and Duration.
Table 4. Severitv means, S.Ds and medians
All Accepted Not Accepted
Counselling No. 29 22 7
Mean (S.D) 1.60(0.75) 1.47 (0.75) 1.99 (0.67)
Median 1.42 1.35 2.3
Psychology No. 39 26 13
Mean (S.D) 2.0 (0.80) 2.09 (0.74) 1.81 (0.93)
Median 2 2.17 1.75
CMHT No. 20 13 7
Mean (S.D) 2.52 (0.68) 2.67 (0.74) 2.26 (0.52)
Median 2.25 1.83 0
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All Accepted Not Accepted
Counselling No. 29 22 7
Mean (S.D) 1.05 (0.71) 0.94 (0.71) 0.40(0.62)
Median 1 0.75 1.25
Psychology No. 39 26 13
Mean (S.D) 1.31 (0.71) 1.44 (0.70) 1.04(0.67)
Median 1.25 1.46 0.92
CMHT No. 20 13 7
Mean (S.D) 2.09 (0.65) 2.28 (0.64) 1.74(0.55)
Median 2.5 2.83 2.25
Table 6. Risk means, S.Ds, and medians
All Accepted Not Accepted
Counselling No. 29 22 7
Mean (S.D) 0.22 (0.46) 0.16 (0.42) 0.42 (0.53)
Median 0 0 0.17
Psychology No. 39 26 13
Mean (S.D) 0.36 (0.73) 0.31 (0.55) 0.50(1.02)
Median 0 0.08 0
CMHT No. 20 13 7
Mean (S.D) 0.86(0.86) 1.14(0.86) 0.33 (0.62)
Median 0.59 1 0
Table 7. Duration means, S.Ds, and medians
All Accepted Not Accepted
Counselling No. 27 21 6
Mean (S.D) 2.81 (0.56) 2.76 (0.62) 3(0)
Median 3 3 3
Psychology No. 26 15 11
Mean (S.D) 2.77 (0.51) 2.87(0.35) 2.64 (0.67)
Median 3 3 3
CMHT No. 14 8 6
Mean (S.D) 3(0) 3(0) 3(0)
Median 3 3 3
STATISTICAL ANALYSES
A one-way Kruskal-Wallis test was conducted for 1) A l Referrals, 2) Accepted 
referrals, to determine whether severity, ftinctioning, risk and duration differed 
between services. As Green and Salkind (1997) recommend, for the Kruskal Wallis 
tests effect sizes were calculated using the following equation:
T|2 = %2 /N-1
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Differences between services for Severity, Functioning and Risk were significant. No 
significant differences were found for Duration (Table 8). Accepted referrals 
explained a higher percentage of variance in each dependent variable compared with 
all referrals.
between services *= significant. ns= non-significant
X2 N Df P(sig
level=
0.05)
% of variance 
explained (based on 
ti2)
All Referrals Severity 15.34 88 2 <0.001* 17.6
Functioning 20.38 88 2 <0.001* 23.4
Risk 11.62 88 2 0.003* 13.4
Duration 1.67 88 2 0.434 ns 0.02
Accepted Severity 17.09 61 2 <0.001* 28.9
Referrals Functioning 20.34 61 2 . <0.001* 33.7
Risk 18.60 61 2 <0.001* 31.1
Duration 0.455 61 2 0.796 ns 0.01
Follow-up tests evaluated pair-wise differences among services for Severity, 
Functioning and Risk, controlling for type I error across tests using the Holm’s 
sequential approach. Significance levels were derived by 1) ranking each P value, 
starting from the lowest value. 2) For the first P value, the significance level was 
obtained by dividing 0.05 by the number of comparisons (nine). For the second P 
value, the significance level was obtained by dividing 0.05 by the number of 
comparisons -  1. For the third, the significance level = 0.05/ nC-2, and so on.
Table 9 shows that among all referrals, significant differences were found between:
• Counselling and CMHT for Severity, Functioning and Risk 
(Counselling<CMHT)
• Psychology and CMHT for Functioning (Psychology<CMHT).
• There were no significant differences between Counselling and Psychology 
for Severity, Functioning and Risk, or between Psychology and CMHT for 
Severity or Risk.
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services (A l Referrals).
Z N1 N2 Significance
level
P
Severity C & P -2.04 29 39 0.02 0.04 ns
C&CMHT -3.75 29 20 0.001 <0.001*
P&CMHT -2.52 39 20 0.01 0.012 ns
Functioning C & P -1.48 29 39 0.025 0.14 ns
C&CMHT -4.18 29 20 0.001 <0.001*
P&CMHT -3.64 29 20 0.001 <0.001*
Risk C & P -1.48 29 39 0.025 0.14 ns
C&CMHT -3.26 29 20 0.001 0.001*
- P&CMHT -2.40 29 20 0.013 0.016 ns
As shown in Table 10, among accepted referrals, significant differences were found 
between all services for Severity, Functioning and Risk 
(Counselling< Psychology<CMHT).
Table 10. Mann-Whitney tests comparing Severity, Functioning and Risk between 
services (Accented referrals)
Z N1 N2 Sig level. P
Severity C& P -2.85 22 26 0.0125 0.004*
C&CMHT -3.54 22 13 0.005 <0.001*
P&CMHT -2.42 26 13 0.025 0.015 *
Functioning C & P -2.51 22 " 26 0.0167 0.012*
C&CMHT -3.96 22 13 0.006 <0.001*
P&CMHT -3.21 26 13 0.007 0.001*
Risk C & P -2.27 22 26 0.05 0.025*
C&CMHT -3.99 22 13 0.008 <0.001*
P&CMHT -3.02 26 13 0.01 0.003*
ANALYSIS 2; DETERMINING WHETHER SERVICES MET REFERRAL
GUIDELINES
CATEGORY GUIDELINES
For each service, the percentage of clients meeting guidelines for each category were 
calculated (Table 11). Percentages over 50% were interpreted as ‘high’ and below 
50% as low.
For accepted referrals;
• Counselling obtained high percentages for Problem and Severity Guidelines, 
but a low percentage for Duration.
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• Psychology obtained high percentages for all category guidelines.
• The CMHT obtained high Problem and Duration percentages, but low 
percentages for Severity and Functioning. About half of the referrals met Risk 
guidelines.
Percentages for rejected referrals were generally lower than percentages for accepted 
referrals (Table 11).
Table 11. Percentages of clients meeting criteria in categories, in each service
Counselling Psychology CMHT
Accepted Not
Accepted
Accepted Not
Accepted
Accepted Not
Accepted
Problem 86.4 71.4 100 93.3 100 100
Severity 81.1 42.9 61.5 38.5 38.5 14.3
Duration 14.3 0 100 100 100 100
Functioning n/a n/a 88.5 80.9 38.8 0
Risk n/a n/a n/a n/a 53.8 14.3
In a separate analysis, most accepted referrals from each service met at least one 
category guideline; 91% Counselling, 100% Psychology, 100% CMHT.
OVERALL SERVICE PERFORMANCE
Mean overall met-guideline scores are displayed in Table 12.
Table 12. Mean overall met-criteria scores in services
Accepted Not Accepted
Counselling 33 0
Psychology 75 75
CMHT 50 20
Mann-Whitney tests determined whether acceptance was related to services’ overall 
met-criteria scores (Table 13), controlling for type I error using the Bonferroni 
procedure (significance level; 0.05/3= 0.017). Differences in overall scores between 
accepted and rejected referrals were significant in the CMHT (Accepted>Not 
Accepted) but not significant for Counselling and Psychology.
Research Dossier: Service Related Research Project
145
non-accented referrals
z N1 N2 P
Counselling -2.6 22 7 0.028 ns
Psychology -1.15 26 15 0.277 ns
CMHT -2.7 13 . 7 0.006*
DISCUSSION
SUMMARY OF FINDINGS
Analysis 1
As predicted, accepted referrals showed differences in Severity, Functioning and Risk 
among services, with difficulties increasing between Counselling, Psychology and the 
CMHT. However, contrary to the hypotheses, there were no significant differences in 
Duration, When all referrals were analysed, there were some differences, but 
similarities were detected among severity, functioning and risk.
Analysis 2
All services’ accepted referrals met at least one guideline category, and Psychology 
met all its referral guidelines. However, Counselling accepted clients with problems 
of greater duration, and the CMHT accepted clients of lower risk and severity, and 
greater functioning, than specified in their guidelines.
INTERPRETATION
Analysis 1
The results suggest that certain aspects differ between services, and, in accordance 
with government recommendations (e.g. DoH, 1999), Counselling is accepting higher 
functioning, less severe, lower risk individuals than the CMHT, with Primary Care 
Psychology targeting problems between these extremes.
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Encouragingly, accepted referrals showed more differentiation between services than 
all referrals, which implies that services are making appropriate decisions once 
referrals reach their destinations. However, similarities among referrals to the services 
suggest that referral practices could be improved.
So, why were similarities found? Risk similarities may have been due to the lack of 
clarity within the referral guidelines themselves. Counselling does not refer to risk, 
and Psychology states that it provides a risk assessment, but is no more explicit. It is 
therefore unclear whether Counselling accepts individuals with risk factors, or what 
level of risk is acceptable in Psychology. Similarities in Severity may have also arisen 
from the structure of referral guidelines. For example. Psychology describes ‘acute 
severe’ problems, and the CMHT refers to ‘severe’ problems, which implies that 
those with severe problems are appropriately placed in either Psychology or CMHT 
services.
Shepherd, Jarett and Thomson (2002) suggest that similarities are also caused by 
practical issues. Clients may have been referred to less appropriate services for 
interim support, because of long waiting times in appropriate services, or difficulty in 
getting accepted into Secondary care if they are not high risk or presenting with 
psychosis. In addition, clients often find primary services more preferable because 
they perceive the GP’s surgery to be less stigmatising. In addition, Ross and Hardy 
(1999) highlight that referral practices are complicated by GPs’ attitudes towards 
psychological problems and past experiences with services.
The lack of differences in Duration among accepted referrals may also be attributable 
to many of these factors. The Duration guidelines in Psychology refer to recent onset, 
and recurrent problems, which may have resulted in similarities with Counselling and 
the CMHT. It is also possible that differences may have been left undetected, because 
of problems with the Duration measure. Duration had only three levels, and the data 
was highly skewed, which suggests that it was insensitive to more subtle variations. 
In addition, it was noted that many therapists rated problems as ‘recurrent’. This 
rating is problematic, as it does not also ask for the duration of the most recent 
episode of the problem, which may have differed between services. The investigator
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could have added to these problems by assimilating scores of 3 (>6 months) and 4 
(Recurrent) and distorting the meaning of the Duration data.
Analvsis 2
Some referral guidelines were met in each service. However, compared with 
guidelines. Counselling accepted problems of greater duration, and the CMHT 
accepted clients of lower risk and problem severity, and better functioning.
How can these findings be explained? Counselling may have accepted clients falling 
outside their criteria due to the practical issues, client preferences, or methodological 
problems with the duration measure outlined above. The CMHT may have also 
accepted ‘inappropriate’ referrals for a number of practical and idiosyncratic reasons, 
including, members feeling as though they had the skills and resources available 
(King 2001), or the fact that ‘less severe’ clients had used, but not benefited from 
other services in the past (Shepherd, 2003).
The current findings could point to a need to tighten referral access in Counselling 
and CMHT services. At the same time, it is unclear whether services want referrals to 
meet all criteria. CMHT guidelines specify that ‘some, or all’ of their criteria should 
be met, but interestingly, results indicated that a greater proportion of met criteria was 
related to acceptance within the service. This was not found to be true of Counselling 
and Psychology services, and this issue is not addressed in their guidelines, which 
may confuse referral decisions.
LIMITATIONS
There were a number of limitations in the current study. For example, small sample 
sizes reduced the power of the findings. It would have been preferable to use at least 
30 accepted and 30 rejected referrals per service, following Green and Salkind’s 
(1997) assertion that chi-squared-based tests are fairly accurate if numbers over 30 are 
used.
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There were also problems with using the CORE. Difficulties with the Duration 
measure have already been outlined. It would have been preferable to use a more 
sensitive duration scale. Also, CORE scales were not entirely synonymous with 
referral guideline descriptions, although practical constraints of the study meant that 
this was unavoidable. For example, it was not possible to examine all referral 
guideline categories, as there was no information to determine whether services were 
meeting ‘In therapy’ and ‘Predicted length of therapy’ guidelines. A future study 
could design a questionnaire that accurately represented each referral guideline 
category, for a more valid and inclusive evaluation of referral processes. Also 
problematic was the use of therapist and client-rated measures. Although necessary in 
the current study to obtain the required information, Kemp and Thwaites, (1998) 
highlight that therapist and client ratings are influenced by different factors, including 
differences in training among therapists, and denial or dramatising in clients. It would 
have been preferable to use scales that were either client-rated or therapist-rated. 
Finally, past studies have used the SCL-R-90. Using this measure would have enabled 
comparisons between the current study and other investigations.
IMPLICATIONS
Although these limitations mean that it is not possible to make firm conclusions about 
the appropriateness of referral practices in the trust, it is clear that Counselling, 
Psychology and CMHT referrals differed on certain dimensions, and met some 
referral guidelines, following Department of Health (1999, 2001) recommendations. 
However, the findings agree with past studies that referral decisions are complicated 
by the practical and idiosyncratic factors within services, and among GPs and clients.
The study highlights that guidelines could be clarified in order to improve the referral 
process. For example. Risk guidelines could be outlined more explicitly in 
Counselling and Psychology, and Severity guidelines could be more differentiable 
between Psychology and the CMHT. Using a guideline summary of Counselling, 
Psychology and CMHT referral information, resembling the table compiled by the 
investigator (Appendix C) could also enhance the appropriateness of referrals.
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because important criteria and distinctions between services could be seen ‘at a 
glance’.
Finally, of relevance for both the government and the trust, it is unclear whether 
services should strive to accept referrals that meet all, or only some of their guideline 
criteria. Future research could investigate whether certain aspects carry more weight 
in referral decisions than others, and whether or not such biases are useful, and should 
be addressed explicitly in referral guidelines.
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APPENDIX A.
Referral guidelines of counselling, psychology and CMHT services.
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Where provided, the . service is targeted to meet the Primary Care components 
of the directives of the various Physical and Mental Health NSFs. Our service is very 
small, it is not comprehensive nor is it equitably distributed. We are working with 
PCG partners to develop more equitable provision. Some PGGs also have services 
from other agencies and private individuals.
1. COUNSELLING
Provides up to 6 sessions of Humanistic or Person Centred Counselling to help 
patients explore their reactions to life events, provide support at times of transition 
and personal crisis, reach closureTegarding past unhappy events etc to reduce 
symptoms of depression and generalised anxiety either as a stand alone treatment 
or as an adjunct to drug treatments.
The Counsellors cannot provide a diagnosis and are not able to provide a Mental 
Health risk assessm ent or monitoring service. Patients likely to do well in Counselling 
will
• Be willing and able to recall and discuss painful and confusing memories 
and events
• Believe that understanding the past will help them cope with the future
• Be likely to feel that sharing this information is key to getting over/putting 
painful memories behind them
• Have recent onset, mild or moderate generalised depression or anxiety 
symptoms related to a recent event or series of difficult life events 
which may echo earlier difficult periods in their life
2. CLINICAL PSYCHOLOGY
Provides psychological assessment (including risk assessment), diagnosis and 
formulation followed by brief, focussed psychological interventions targeted at 
complex psychological problems associated with managing the current heaith and 
Mental Health problems or treatments being provided by the Primary Care Team.
Patients likely to do well with this service will
• Be able to develop a working relationship with a therapist quickly and cope 
with 2-3 week gaps between appointments
• Have their need for psychological support met largely socially or via another
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service
• Be open to the idea of taking an experimental approach to developing 
solutions to their problems
• Be willing and able to focus on and commit to working on one problem at a 
time
• Be able to take an active part in their own treatment, which will include self- 
help homework tasks, some of which will be quite time-consuming
• Have acute/severe recent onset symptoms or moderately severe symptoms 
that tend to recur or follow a pattern that suggests life skill deficit or
faulty assumptions or thinking processes.
• Have fairly severe generalised (e.g. depression, anxiety) and/or specific 
focal (e.g. OCD, eating disorder, PTSD, Panic attacks & phobias) 
symptoms
We believe that many patients do better in the long run if they have treatment free 
periods to consolidate progress between episodes of active treatment. Therefore, we 
do not take people on for long-term psychological therapy but we may need to plan 
serial episodes of short-term therapy to address developing/emerging needs as 
illness or rehabilitation progresses.
We provide services in the following surgeries:
C' .:::emng 
Psychology 
Counselling 
Counselling 
Counselling 
Counselling
Counselling and Psycholoc"'
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5. ELIGIBILITY CRITERIA FOR ACCESS TO.WHT^ERVICES
• The CMHT will offer an assessm ent service to people aged 16 years and above. (Clients 
between the age of 16-18 years who are stiil in full-time education will be offered a service by 
the Child and Adolescent Psychiatric Service).
• The CMHT will offer on-going treatment, support and care packages to people who meet the 
criteria of having a severe mental illness.
When referrinq to ‘people suffering with severe mental illness’, the term refers to individuals who 
havejSQCOlj.iJC .ilC of the following characteristics (see  Building Bridges 1995):
Are diagnosed as suffering from some sort of mental illness (typically people suffering from 
schizophrenia or severe affective disorder).
Suffer substantial disability as a result of their illness, such as an inability to care for them selves 
independently, sustain relationships or work.
Are currently displaying florid symptoms or suffering from a chronic, enduring condition.
Have suffered recurring crises, leading to frequent admissions/interventions.
Occasion significant risk to their own safety or that of others.
Definition of severe mental illness:
The DIAGNOSIS may include:
Psychotic illness 
Severe depression 
Severe neurotic illness 
Personality disorder 
Developmental disorder 
Organic iilness leading to mental illness 
ssu es of SAFETY:
Unintentional self-harm, e.g. self-neglect 
Intentional self-harm 
Safety of others
Abuse of others, e.g. physical, sexual, emotional, financial 
INFORMAL AND FORMAL CARE:
Help from informal carers, including friends and relatives
Help from formal services, such as Day Centres, paid staff, voluntary services, hospital 
admissions, medication and detention under the Mental Health Act
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DISABILITY with impaired ability to function effectively in the community, which may 
include problems with:
Employment and recreation 
Personal care 
Domestic skills 
Inter-personal relationships
DURATIO N of any of the above, for periods v\/hich vary between six months and more 
than two years. (Taken from Building B ridges 1995)
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APPENDIX B
CORE OUTCOME MEASURE 
THERAPIST OUTCOME MEASURE 
CONSENT FORM 
INFORMATION SHEET
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Over the last week
1 I have felt terribly alone and isolated
2 I have felt tense, anxious or nervous
3 I have felt I have someone to turn to for support when needed
4 I have felt O.K. about myself ^ r  n
5 I have felt totally lacking in^^s^g% â id  enthusiasm
6 I have been physically violent to others
7 I have felt able to cope when things go wrong
8 I have been troubled by aches, pains or other physical problems
9 I have thought of hurting myself
10 Talking to people has felt too much for me
11 Tension and anxiety have prevented me doing important things
12 I have been happy with the things I have done.
13 I have been disturbed by unwanted thoughts and feelings
14 I have felt like crying
Not Only 
a t all occas­
ionally
Q o  □ .  
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Over the last week
□° □' U' □15 I made plans to end my life
a-rr::
mt&SXSi^iaxiS
□ ° □’ Q: □= □18 I have had difficulty getting to sleep or staying asleep
□o n, []: □= □20 My problems have been impossible to put to one side
22 I have threatened or intimidated another person □ o  Q ,  Q :  Q 3  Q ,
2 4  I have thought it would be better if I were dead Q o  Q .  a 2 □ =  O'
mm 1^1
2B  I have thouaht I have no friends Q o  Q ,  Q :  Q 3
28 Unwanted images or memories have been distressing m e Q o  □ >  Q 2 Q 3
30 1 have thought 1 am to  blame for my problems and difficulties
:d p  -1
—*■ - ^ —2?) -- . t — lil.lll ’j-Ui . — II •< II ■ I Ifc I —
p
SIi  4 “havè-teit optimistic aafaootTnytfutiirs/ • *•-
•* -»-**. rt -  »•#.<* t  ^  ^ 'W t *will > i, &.*■>»
32 I have achieved the things I wanted to 
: 33 „l have-felt humiliated ^ or shamed by^Dther people
: 0 - ' 0  a - D ^ - - Q = - :
F
34 1 have hurt myself physically or taken dangerous risks with 
my health
□  ^  Q 2  Q .  Q o □
D f . a i  ' O i . O l  □ :
□ °  □ '  [ ] :  □ •
I
THAÎÜKTOU FOR2/OUH TJME.IN COMPXEIING THIS .dUESpONNAIi^
Total S c o r e s  
IVean S co re s
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n t^nber  of  i t e m s  c o m o l e t e d  in Thai d im en s io n )
(W) (P‘
S u rv e y  : 151
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1. Merlin No. Therapist I.D. □□□
2, Referral Date
3. First A ssessm ent Date
ASSESSMENT DATA
4. R elationships (please tick as many boxes as appropriate)
Living alone (not inc. dependents) O  Full time carer O
Living with partner O  Living in shared accommodation O
Caring for children under 5 Cl Living in temporary accommodation CH
Living with parents/guardian Cl Other Cl
5. Has the ciient been taking prescribed medication to help with their psychological problems at any time during 
their therapy?
Yes O  No Cl
5. P lease complete the table below using the following key for extent of risk pre- and post- therapy: 
0 None 1 Mild 2 Moderate 3 Severe
TYPE OF RISK SEVERITY PRE-THERAPY SEVERITY POST-THERAPY
Suicide 0 1 2 3 0 1 2 3
Self-harm 0 1 2 3 ” 0 1 2 3
Harm to others 0 1 2 3 0 1 2 3
.egal/forensic 0 1 2 3 0 1 2 3
7. P lease complete the table below using the following key for problem severity pre- and post- therapy:
0 Not causing any difficulty 1 Causing minimal difficulty 2 Causing mild difficulty
3 Causing moderate difficulty 4 Causing severe difficulty
This key for Therapy Issue Duration: <6 months 6-12 months >12 months Recurring/Continuous
PROBLEM PRE-THERAPY POST-THERAPY THERAPY ISSUE 
DURATION
Depression 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
Anxiety/stress 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
psychosis 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
personality 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
(]ognitive/learninq 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
Eeating Disorder 0 1 2 3 4 0 1 . 2 3 4 <6 6-12 >12 R/C
physical Problems 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
Addictions 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
Trauma/abuse 0 1 2 3 4 0 1 2 .3 4 <6 6-12 >12 R/C
Bereayement/loss 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
Self-esteem 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
Interpersonal 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
Living/welfare 0 1 2 3 4 0 1 2 3 4 <6 6-12 >12 R/C
Work/academic 0 1 2 3 4 0 1 2
Other 0 1 2 3 4 0 1 2
o ' o
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i. ASSESSMENT OUTCOME
A sse sse d  -  Non clinical 
- No clinical problem 
-, Reassurance/advice
161
□
□
A sse s se d  - Clinical
- Accepted for therapy
- Problem outside range of 
Service -  referred on
- A ssessed  and referred back to GP
□
□
□
Client not wanting therapy offered O
I POST THERAPY No. of sessions attended E D
0. What modality of therapy was undertaken with the client? (Please tick as many boxes as appropriate)
individual O  Group O  Couple
1. Indicate main type of therapy undertaken with the client?
□
’sychodynamic
îognitive/behaviourai
>tructured/brief
n  Person-centred d
n  Integrative CH
O Systemic D
Other □
2. Which of the following best describes the ending of therapy?
Jnplanned due to loss of contact CD
Client did not wish to continue O
Client transferred to another service CD
Planned from outset 
Agreed during therapy 
Agreed at end of therapy 
Other (specify below)
□
□
□
□
CONTEXUAL FACTORS LOW MODERATE HIGH
lotivation
Vorking alliance
'sychological mindedness
lo-morbidity
4.
BENEFITS OF THERAPY IMPROVED NOT IMPROVED NOT ADDRESSED
'ersonal insight/understanding
Inderstanding feelings & problems
Ise of effective coping strategies/ 
ichniques
bility to access practical help
bntrol/planninq/decision-making
ubiective well-being
ymptoms
lay to day functioning
ersonal relationships
ither
5. Please give any general comments about the therapy below.
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PRIMARY CARE PSYCHOLOGY, HEALTH 
PSYCHOLOGY & COUNSELLING 
PSYCHOLOGY CLIENT CONSENT FORM
I have read the information sheet provided and I 
agree to the fair and lawful processing of personal 
information for the purposes of analysis and 
research in line with the Data Protection Act 1998.
Name
Signature.
Date
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NHS Trust
^  PLEASE HELP US TO DEVELOP 
MORE EFFECTIVE SERVICES FOR YOU
PRIMARY CARE PSYCHOLOGY, HEALTH PSYCHOLOGY AND 
COUNSELLING SERVICES
The NHS is committed to improving health, and this involves developing and 
delivering the best possible service. We want to work with you to understand more 
about the problems that therapy is required to address, the problems which therapy 
is most effective in helping, and the way in which our services can be improved. 
Therefore, we would ask you to complete a questionnaire at the beginning and end 
of your psychological treatment. There is no right or wrong way to fill these in -  they 
are only used to find out more about the effect your treatment has on your quality of 
life. The information from the questionnaires will be treated as strictly confidential, 
and no-one outside the service involved will have access to your responses.
Please fill in the enclosed questionnaire and consent form and return them to your 
therapist if you wish to leave any or all sections blank you may do so, but please still 
return the questionnaire so that we know that any omissions were intentional. The 
more people who complete the questionnaires, the more comprehensive and reliable 
our information is for developing your service. Therefore, we hope you will 
participate in this worthwhile project.
Yours therapist will be happy to answer any questions you have at your session. 
Thank you very much for your help.
Yours sincerely
Head of Service
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APPENDIX C.
Services’ referral guidelines divided into categories by the investigator
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APPENDIX D
Rationale for cut-off criteria.
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Table B. Rationale for cut-off criteria.
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Category COUNSELLING PSYCHOLOGY CMHT
Severity Referral Guidelines Mild, moderate Fairly severe, 
moderately severe, 
acute severe
Severe
Mean CORE cut-off 
scores
1-2 2-3 3-4
Rationale On the CORE form, 
ratings of 1 and 2 
indicate problems 
that happen ‘only 
occasionally’ and 
‘sometimes’ 
respectively. 
Therefore means of 
1-2 were taken to 
represent mild and 
moderate severity.
Ratings of 2 and 3 
indicate problems 
that happen 
‘sometimes’ and 
‘often’ respectively. 
These values were 
taken to represent 
the severity 
guidelines for this 
service.
Ratings of 3 and 4 
indicate problems 
that happen ‘often’ or 
most of the time. 
These values were 
taken to represent 
the severity 
guidelines for this 
service.
Functioning Referral Guidelines N/A (Functioning was 
not outlined in 
referral guidelines)
Need for 
psychological 
support met largely 
socially
Individuals suffer 
substantial disability 
as a result of their 
illness
Mean CORE cut-off 
scores
N/A 1-2 3-4
Rationale N/A Functioning issues 
that participants 
rated as occurring 
‘occasionally’ and 
‘sometimes’ were 
taken to represent 
functioning 
guidelines for this 
service
Functioning issues 
that were rated as 
occurring ‘Often’ or 
‘Most of the time’ 
were taken to 
represent functioning 
guidelines for this 
service.
Risk Referral Guidelines N/A (Risk not 
mentioned)
N/A (Although 
guidelines state that 
a risk assessment is 
conducted, the level 
of risk not explicitly 
outlined).
There is significant 
risk to individuals’ 
safety, or the safety 
of others
Mean CORE cut-off 
scores
N/A N/A 1-4
Rationale N/A N/A Risk scores greater 
than 1 were taken to 
represent risk 
guidelines.
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Duration Referral Guidelines Recent onset Recent onset, 
recurrent
> Gmonths (chronic 
and enduring)
Mean CORE cut-off 
scores
1 1.2,3 2-3
Rationale 1 indicates that 
problems have 
occurred for less 
than 6 months. This 
score was taken to 
represent duration 
guidelines.
1,2 and 3 indicate 
that problems have 
occurred for <6m, 6- 
12months and more 
than
6months/recurrent. 
These scores were 
taken to represent 
duration guidelines.
2 and 3 indicates that 
problems have 
occurred for 6-12 
months, and >12 
months respectively. 
Therefore these 
scores were taken to 
represent duration 
guidelines
Problem. Referral guidelines Counselling explicitly 
refers to anxiety and 
depression.
Psychology explicitly 
refers to depression, 
anxiety, OCD, eating 
disorder, PTSD, 
panic attacks, and 
phobias.
CMHT explicitly refers 
to psychotic illness, 
severe depression, 
severe neurotic illness, 
personality disorder, 
developmental 
disorder, and organic 
illness leading to 
mental illness.
CORE problems. The Therapist Outcome measure includes some problems outlined in 
referral guidelines and additional ones. Problems included in referral 
guidelines are; depression, anxiety/stress, psychosis, personality, 
cognitive/learning, eating disorder, physical problems, addictions, 
trauma/abuse, bereavement/loss, self-esteem, interpersonal, 
living/welfare, work/academic, other.
Rationale Most patients had problems that were outlined in the guidelines, and 
additional ones. Scores of 1 (criteria met) indicated that one or more 
problems matched those mentioned in the referral guidelines. 0 
indicated that no problems matched those in referral guidelines.
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APPENDIX E
Ethical considerations
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ETHICAL CONSIDERATIONS
As the current study was an audit, and used a measure that was routinely being used 
in the Counselling, Psychology and CMHT services, the project was not submitted to 
an Ethics Committee. However, the project was discussed in the team meetings of 
each service to gain their approval, and confidentiality issues were upheld. For 
example, information, and consent forms, that were compiled by the Head of Service, 
were attached to the CORE (Appendix 2), and patients’ anonymity from the 
investigator was ensured, as consent forms, which contained identifying information 
were routinely removed after they were administered.
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APPENDIX F
Feedback to services
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FEEDBACK
The main findings were fed back to the services in a presentation. See overleaf for a 
letter firohi the Lead Psychologist in the trust confirming that feedback was given.
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NHS Trust
TEL:
FAX:
EMAIL:
Tuesday, July 05, 2005
Miss Emily Howard
Clinical Psychologist in Training
Dear Emily,
RE: Using The CORE To Investigate Client Presentations And Adherence To
Referral Guidelines In Counselling, Psychology And Community Mental 
Health Team Services
Thank you for the excellent piece of work you did and which you presented at our 
Psychological Therapies Journal Club on November 2003. Despite darfrom ideal 
presentation conditions, your presentation was clear, comprehensive and thought 
provoking. Your overheads supported the points you made effectively. Your presentation 
style is very good.
The presentation, as you know, sparked a great deal of interest amongst colleagues and 
has been helpful in inspiring progress on the important development of clinical outcomes 
agenda within the Trust.
I thought you might be interested to know that several services are now routinely using 
CORE -  pretty much directly as a result of your work! Others use it as part of a more 
complex battery of measures more related to the specific client group. We still have quite 
a way to go but you got us off to a very good start.
Thank you very much for all your work in this Trust. We wish you well in your future 
carper and I personally hope we may be able to attract you back to work within the new 
■ NHS Trust
With all best wishes
Yc
Psychological Therapies Director
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MAJOR RESEARCH PROJECT
2005
YEAR 3
Impulsivity in bulimia and multi-impulsive bulimia
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ABSTRACT
The aim of this major research project was to examine the psychological processes that 
lead to impulsive behaviour in females with bulimia and multi-impulsive bulimia (MIB). 
Of particular interest was the concept of Urgency, the tendency to be impulsive when 
experiencing negative affect. The research aimed to bring clarity to this concept and 
determine whether Urgency is a predominant underlying process leading to impulsive 
behaviour in bulimia and multi-impulsive bulimia or whether other processes are 
relevant, including sensation-seeking, lacking perseverance or not thinking through risks 
or consequences.
Study 1 aimed to explore the concepts involved in Urgency by conducting a principal 
components analysis of an impulsivity questionnaire, which consisted of the UPPS 
questionnaire (Whiteside & Lynam, 2001), and additional scales created by the 
investigator. Participants included 115 controls and 32 females with bulimia. Study 2 was 
cross-sectional, comparing scales on the impulsivity questionnaire between the females 
with bulimia, and 40 control participants.
The results suggested that Urgency involves the tendency to display impulsive behaviour 
under negative affect and includes not thinking about the consequences of actions, 
difficulty tolerating urges and cravings and feeling regret for impulsive actions. Urgency 
appears to be a key pathway underlying the impulsive behaviour of individuals with 
bulimia and individuals with multi-impulsive bulimia, and the propensity for Urgency is 
particularly high in individuals with MIB. Trends also suggested individuals with MIB 
are more likely to lack perseverance and seek risky and exciting activities in times of 
distress, and have more general difficulties with perseverance. The results point to the 
need for further research to examine the nature of difficulties with emotion among 
individuals with bulimia, and highlight the importance of targeting these issues in 
treatment.
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INTRODUCTION
Overview
‘When I ’m upset it’s as if  my awareness switches off somehow and all that matters is the 
food. Like I ’m in an altered state o f reality, on autopilot. Everything we’ve talked about 
goes out the window. Then... suddenly... awareness kicks in... I  realise what I ’ve done, 
and I  need to get rid o f it all ’. Clare, age 19.
Clare was a client I saw whilst on placement at an eating disorders service. I was struck 
by the potency of her negative mood and the ‘impulsive’ quality of bingeing, in which 
eating was prioritised in favour of her long-term pursuit for thinness and her knowledge 
of the negative consequences of bingeing.
The relationship between negative affect and binge eating is well documented (Fischer, 
Anderson & Smith, 2004), and there is accumulating research to suggest that binge eating 
often serves as a dysfunctional coping strategy to escape from feelings of distress 
(Hohlstein, Smith & Atlas, 1998). Heatherton and Baumeister’s (1991) escape theory of 
binge eating provides a model for this process. Those who binge are thought to hold 
overly high expectations and standards for themselves, and high public self- 
consciousness. Their inevitable inability to live up to their ideals results in an aversive 
pattern of self-awareness, which involves negative perceptions of themselves and 
emotional distress, such as anxiety and depression. To escape from these feelings binge 
eaters shift their priorities (Muraven & Baumeister, 2000), narrowing their attention from 
broadly meaningful thought to their immediate environment. Narrowing attention in this 
way disengages normal inhibitions against eating and disrupts the pursuit of long-term 
goals, such as slimness; their priority is relief from distress, and immediate gratification 
resulting in a binge. Muraven and Baumeister (2000) suggest simultaneous attempts at 
self-control (such as trying to avoid eating whilst coping with distress) make individuals
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particularly susceptible to fail to regulate food and engage in impulsive binging 
behaviour.
The link between impulsivity and bulimia is less clear, although it has long been argued 
that bulimic individuals have a general deficit in impulse control (Hawkins & Clement, 
1984). Research studies into impulsivity in bulimia have produced inconsistent findings. 
Some studies have found increased impulsivity in individuals with bulimia compared to 
those with anorexia and controls. For example, Walter, Bastiani and Moss (1996) found 
that bulimic participants were behaviourally and cognitively more impulsive, and in 
Claes, Vandereyken and Vertommen’s (2002) study bulimic patients scored higher than 
controls on questionnaires measuring the tendency to seek sensation and take risks. 
Others have found no differences on impulsivity measures, such as lack of planning 
(Newton, Freeman & Munro, 1993). Investigations are complicated by the fact that 
impulsivity is a multi-faceted concept, and therefore a variety of definitions of 
impulsivity and measures have been used across research studies (Fischer, Smith & 
Anderson, 2003). In addition, studies have typically failed to consider that some 
individuals with bulimia engage in other impulsive behaviours such as alcohol abuse and 
self-harm, sometimes termed ‘multi-impulsive bulimia’ (Lacey, 1993), whereas others do 
not.
The concept of impulsivity under negative affect has been under-represented in the 
literature (Whiteside & Lynam, 2001), and thus remains relatively unexplored in bulimia. 
Recently, Whiteside and Lynam (2001) have differentiated between ‘Urgency’, which 
describes the tendency to act impulsively under negative affect (‘under conditions of 
distress’; Fischer et al., 2003, p270) and more commonly known impulsivity concepts, 
such as sensation-seeking and not thinking of the consequences before acting. 
Preliminary research by Fischer et al. (2003) suggests that impulsivity in bulimia relates 
specifically to impulsivity under negative affect. This is consistent with research that has 
highlighted the association between negative affect and binge eating.
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Despite the convergence on Urgency, the concept of Urgency remains somewhat unclear. 
For example, what constitutes impulsivity under negative affect? Could this include 
sensation-seeking or not thinking about the consequences of ones actions? Furthermore, 
people with bulimia vary in the degree to which they engage in impulsive behaviours, 
and it is unclear whether Urgency is relevant in individuals with additional impulsive 
behaviour or whether other impulsivity concepts are involved. The purpose of this major 
research project was to explore these issues by examining Urgency and other impulsivity 
concepts in bulimia and multi-impulsive bulimia (MIB; Lacey, 1993).
In this introduction, 1 begin by introducing the main concepts in the current research. 
Firstly, 1 consider the definition of bulimia, and outline factors that have been proposed to 
produce or maintain eating pathology. I highlight that many individuals with bulimia 
display additional impulsive behaviour (termed multi-impulsive bulimia by Lacey, 1993), 
and that these individuals are found to have a poorer prognosis, and differ in some 
respects from those without additional impulsive behaviour. Secondly, I discuss the 
concept of impulsivity. I describe efforts by Whiteside & Lynam (2001) to distinguish 
between psychological processes that underlie impulsive behaviour, leading to the 
definition of Urgency and three other impulsivity facets; sensation-seeking, lacking 
perseverance, and not thinking about the risks or consequences of ones’ actions. Next, I 
explore impulsivity in bulimia and MIB, describing research that has found a link 
between Urgency and bulimic symptoms, and highlighting two diverging explanations 
for the presence of additional impulsive behaviour in MIB. The first proposes Urgency is 
an underlying factor, whereas the second suggests other impulsivity facets are involved, 
such as a general propensity for not considering the risks or consequences. Finally, it is 
argued that the concept of Urgency could be clarified. Theories about the underlying 
process implies Urgency involves not thinking about the risks or consequences of ones’ 
actions and experiencing regret for acting impulsively, but this has not been previously 
explored. I go on to outline the current research.
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The definition of bulimia
Bulimia nervosa is an eating disorder characterised by recurrent episodes of 
uncontrollable binge eating, preoccupation with bodily shape and weight, and 
engagement in inappropriate compensatory behaviour in order to prevent weight gain, 
such as laxative abuse and self-induced vomiting (American Psychiatric Association; 
APA, 1994; see Appendix A for DSM-IV criteria). The prevalence rate for bulimia 
differs depending on age and gender, but is around 1% in young women and about 0.1% 
in young men (Hoek & Van Hoeken, 2003), and its incidence may be rising (Turnbull, 
Ward & Treasure et al, 1996). Furthermore, eating disorders such as anorexia nervosa 
and bulimia nervosa are a relevant and expensive client group in the NHS, representing 
‘the highest levels of treatment seeking, inpatient hospitalisation, suicide attempts and 
mortality of the most common psychiatric syndromes’ (Stice & Ragan, 2001, p203).
Various risk and maintaining factors for bulimia have been identified, and a number of 
multivariate models have been proposed to explain how factors interact to produce or 
maintain eating pathology, including low self-esteem, negative affect, body 
dissatisfaction, dieting and perfectionism (Stice, 2000). In addition, socio-cultural 
influences including peers and the media are held to play a pivotal role in the high rates 
of body dissatisfaction and eating disorders in Western societies where slimness is 
associated with values such as attractiveness, self-control and social acceptance (Stice, 
Nemeroff & Shaw, 1996). This is in contrast with many non-Westem cultures which 
typically equate plumpness with attractiveness, fertility, wealth, although recently the 
frequency of eating disorders among Asian and Arab teenagers has increased, possibly 
through exposure to Western values (Shuriquie, 1999).
Research shows bulimia is difficult to treat well, but many sufferers do respond to 
treatment. For those completing cognitive behavioural therapy for bulimia, 40-50% stop 
bingeing and purging completely (Cooper, Wells & Todd, 2004), and CBT is found to be
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as, or more effective than other treatments such as interpersonal therapy and supportive- 
expressive psychotherapy (Agras, Walsh, Fairburn et ah, 2000).
Individuals with bulimia can show other impulsive traits such as substance-use, 
alcoholism, self-harm and criminal behaviour (Lacey, 1993). Some authors have argued 
for the acknowledgement of a distinct diagnostic subgroup known as ‘multi-impulsive 
bulimia’ (Lacey, 1993), Lacey and Evans (1986) formed diagnostic criteria for MIB 
(Appendix B), which includes bulimia in the presence of impulsive behaviours such as 
‘street drug abuse’, ‘repeated self-damage’ and ‘shoplifting’, which can be 
interchangeable, and are associated with a sense of being out of control. The prevalence 
of multi-impulsive bulimia in bulimic populations is relatively low. For example, in 
Nagata, Kawarada, Kiriike et al’s (2000) study 20 out of 114 patients with bulimia 
(17.5%) engaged in three or more impulsive behaviours. However, co-morbidity with 
problems such as alcohol use and self-harm is high, and some behaviours such as 
overdose and self-harm are more prevalent in bulimic individuals than in psychiatric 
controls (Welch & Fairburn, 1996). In an uncontrolled study of 112 patients at an eating 
disorders service 41% had a history of theft, 28 % had abused drugs, and 26% had abused 
alcohol (Fahy & Eisler, 1993).
Multi-impulsive bulimia is a disputed term (Evans, Searle & Dolan, 1998). For example, 
it is unclear whether or not people with multi-impulsive bulimia represent a distinct 
subgroup of bulimia, whether a new Axis I diagnosis should be formed to incorporate 
those with MIB, or whether the multi-impulsivity shown in MIB is an aspect of an axis 11 
disorder such as Borderline Personality Disorder (BPD; Dolan, Evans & Norton, 1994). 
With regard to BPD, the literature suggests that although MIB and BPD overlap they are 
not the same. Several criteria of MIB are found in the definition of borderline personality 
disorder, but borderline personality disorder accounts for a wider range of disturbed 
social relations (Fichter, Quadflieg & Rief, 1994). Fichter et al. (1994) found 19% of 
their MIB sample had borderline personality disorder, and similarly, Johnson, Tobin and 
Dennis et al. (1989) found that some (46%) but not all individuals with MIB showed
Research Dossier: Major Research Project
182
borderline personality features. The picture is further complicated by the variety of 
definitions of multi-impulsive bulimia used in research studies. For example, individuals 
with MIB are considered to display at least one (Fahy & Eisler, 1993), or at least three 
(Welch & Fairburn, 1996) of the following behaviours: suicide attempts, self-harm, 
shoplifting, alcohol or drug abuse and sexual disinhibition (Nagata et al., 2000).
Nevertheless, the concept of multi-impulsive bulimia seems to have gained ‘wide spread 
clinical acceptance’ (Fahy & Eisler, 1993 p i93), and research indicates individuals with 
MIB are a relevant and difficult group to treat in eating disorders services. Individuals 
with MIB are found to differ from bulimics without multi-impulsivity with respect to 
personality, treatment requirements and prognosis, tending to show more symptom 
substitution (Johnson et al, 1990), perform worse in therapy and require more intensive 
treatment (Lacey, 1993). In the study of Fichter et al (1994) no differences were found in 
the average duration of eating disorder, age of onset, and attitudes towards figure, weight 
and food. However, individuals with MIB suffered from: more anger, hostility, 
depression and anxiety; had higher scores on scales measuring psychotism or paranoid 
ideation; had less schooling; more broken partnerships; were more likely to have a 
history of childhood sexual abuse; were exposed to more severe psychosocial stressors; 
were more likely to come from families with a history of alcohol abuse and received less 
care from their mother and father growing up.
Impulsivity
Impulsivity is a widely studied psychological construct. It appears in most conceptions of 
personality. For example Eysenck and Eysenck (1985) include ‘impulsiveness’ and 
‘sensation-seeking’ as components in their personality factors, Psychoticism and 
Extraversion respectively (Whiteside & Lynam, 2001), and Cloninger, Przybeck and 
Svrakic (1991) describe ‘novelty seeking’ as a ‘superfactor’ depicting items such as thrill 
seeking and acting on the spur of the moment without regard for consequences. In 
addition to describing personality Whiteside and Lynam (2001) state that impulsivity is 
important in understanding and diagnosing a range of psychopathology. Impulsivity
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appears in the diagnostic criteria (DSM-IV, APA, 1994) of a variety of disorders 
including borderline personality disorder, antisocial personality disorder, attention-deficit 
hyperactivity disorder, and substance use disorders, and the DSM-IV has an additional 
section entirely devoted to impulse-control disorders such as kleptomania and pyromania. 
Impulsivity has also been implicated in etiological theories of psychopathy (Lynam, 
1996) crime (Moffitt, 1993) and substance abuse (Wills, Vaccaro & McNamara, 1994).
Whiteside and Lynam (2001) observed that a variety of conceptions of impulsivity were 
present in the literature with a great deal of inconsistency between them, which inhibit 
rather than advance an understanding of impulsivity. In part, they stated this stemmed 
from the fact that ‘impulsivity comprises a heterogeneous cluster of lower-order traits 
that include terms such as impulsivity, sensation seeking, risk-taking, novelty seeking, 
boldness and adventuresomeness...’ (Depue & Collins, 1999, p495, cited in Whiteside & 
Lynam, 2001). Some studies have attempted to clarify the concept, using different 
perspectives to identify the various aspects that give rise to impulsive behaviour. For 
example, Patton, Stanford and Barratt (1995) distinguished between attentional 
impulsiveness (the ability to focus on the present task), motor impulsiveness (the 
tendency to act on the spur of the moment) arid non-planning (self-control).
Whiteside and Lynam (2001) used the Five Factor Model of personality (FFM; McCrae 
& Costa, 1990) a personality framework that is measured by the Revised NEO 
Personality Inventory (NEO-PI-R; Costa & McCrae, 1995) to investigate aspects of 
impulsivity. The model comprises five personality domains; Neuroticism, Extraversion, 
Openness to Experience, Agreeableness and Conscientiousness, and each domain 
consists of six ‘facets’. Whiteside and Lynam (2001) proposed that four facets on 
Neuroticism, Extraversion, and Conscientiousness captured aspects of impulsivity 
represented in the literature. The first trait ‘impulsiveness’ was found in the Neuroticism 
domain and described individuals’ propensity for strong impulses accompanied by 
negative emotions. The second trait ‘excitement seeking’ was situated on Extraversion, 
and assessed individuals’ preference for excitement and stimulation. The third and fourth 
traits were situated on the Conscientiousness domain and lack of these traits was thought
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to lead to impulsive behaviour. These were ‘self-discipline’ which describes the ability to 
persist despite boredom or fatigue, and ‘deliberation’, the ability to think about the 
consequences of behaviour before acting.
Whiteside and Lynam (2001) claimed these facets represented four distinct personality 
pathways to impulsive behaviour, and asserted that differentiating between them brought 
structure to the various conceptions of impulsivity present in the literature, and provided 
a comprehensive framework to understand and study impulsivity. They emphasised the 
facets were not different ‘types’ of impulsivity, ‘but rather, discrete psychological 
processes...’ or ‘personality pathways’ ‘that lead to impulsive-type behaviours’ p685. 
Whiteside and Lynam (2001) examined their ideas by administering the Revised NEO 
Personality Inventory (NEO-PI-R; Costa & McCrae, 1995) and eight well-known 
impulsivity scales, including the EASI-III Impulsivity Scales (Buss & Plomin, 1975), 
Dickman’s Functional and Dysfunctional Impulsivity Scales (Dickman, 1990) and the 
Impulsiveness Questionnaire (Eysenck, Pearson, Easting et al, 1985) to undergraduate 
students, and conducting a factor analysis of the items. In line with their hypothesis, their 
exploratory factor analysis produced a four factor solution which explained 66% of the 
variance. They named these factors:
• ‘Lack of Premeditation’, thought to be the most widely represented concept 
among previous impulsivity measures, describing the tendency to not think and 
reflect on the consequences of an act before engaging in the act. Items included; 
‘before I get into a new situation I like to find out what to expect from it’ (a low 
score on this item reflects lack of premeditation). This factor included items on 
scales such as the NEO-PI-R facet of low deliberation (Costa & McCrae, 1995) 
and the items on the Impulsiveness questionnaire (Eynsenck et al, 1985).
• ‘Urgency’, thought to be the least well represented in the current literature, 
depicting the tendency to experience strong impulses under negative affect. For 
example, ‘When I feel bad I can’t seem to stop what I’m doing even though its
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making me feel better now’. Items included NEO-PI-R facets of impulsiveness 
(Costa & McCrae, 1995), EASI-111 inhibitory control (Buss & Plomin, 1975), and 
additional items created by the authors.
• ‘Sensation-seeking’, described in many previous theories and referring to the 
tendency to enjoy and pursue activities that are exciting, and openness to trying 
new experiences that may or may not be dangerous. For example ‘1 welcome new 
and exciting experiences and sensations, even if they are a little frightening and 
unconventional’. This factor included the NEO-Pl-R facet of excitement seeking 
(Costa & McCrae, 1995), venturesomeness on the Impulsivity Questionnaire 
(Eynsenck et al, 1985) and EASI-III sensation seeking (Buss & Plomin, 1975).
• ‘Lack of Perseverance’, which is not well represented by the other measures of 
impulsivity, describing individuals’ inability to remain focused on a task that may 
be boring or difficult. For example, ‘I tend to give up easily’. This factor included 
the NEO-Pl-R facet low self-discipline (Costa & McCrae, 1995) and EASI-111 
persistence (Buss & Plomin, 1975).
Whiteside and Lynam (2001) developed an impulsivity measure, the UPPS impulsive 
behaviour scale, to enable these processes to be measured directly. This scale was based 
on a factor analysis of impulsivity facets of the NEO-PI-R. Twenty-five items with the 
highest factor loadings were selected for each scale. Of these, 15 items per scale were 
selected, thought to best reflect the meaning of each scale. Items with the lowest 
corrected item-total correlations were dropped. Next, they conducted final factor analysis 
of these items. Items with the highest factor loadings with relatively lower loadings on 
other items were retained, to produce the final impulsivity scales. Whiteside and Lynam 
(2001) have provided data on internal consistency as well as the divergent and external 
validity of the UPPS. In their study, internal consistency coefficients were 0.91 
(Urgency), 0.86 (Lack of Premeditation), 0.90 (Lack of Perseverance) and 0.82 
(Sensation-seeking) and there was good convergent and divergent relations among items.
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Researchers have begun to investigate how UPPS impulsivity components relate to 
various forms of psychopathology. Miller, Flory, Lynam et al. (2002) investigated the 
relationship between Lack of Premeditation, Urgency, Sensation-seeking and Lack of 
Perseverance and a variety of behaviours, including crime, aggression, psychopathy, 
promiscuity, ADHD, Borderline Personality Disorder, and satisfaction with weight and 
dieting behaviour using the original Five Factor Model scales to represent the UPPS 
(Urgency, Lack of Premeditation, Lack of Perseverance and Sensation-seeking) traits. All 
scales tended to correlate with the problems investigated. However, Miller et al (2002) 
found that Lack of Premeditation was the strongest correlate of anti-social personality 
disorder, psychopathy and variety of delinquent acts, and these correlations were 
significantly stronger than correlations with the other impulsivity traits. Lack of 
Premeditation was also the strongest correlate of substance use, including cigarette, 
alcohol and drug use, and sexual behaviour. In contrast. Urgency was the strongest 
correlate of Borderline Personality Disorder, and eating problems.
Fischer et al (2003) were the first to use the UPPS to investigate impulsivity in bulimia. 
They examined correlations between bulimic symptoms and two components of the 
UPPS scale (Whiteside & Lynam, 2001), Urgency and Lack of Premeditation in 
undergraduate women. In line with their predictions, they found a positive correlation 
between Urgency and bulimic symptoms, and no relationship between bulimia and Lack 
of Premeditation. Fischer et al. (2003) concluded that future researchers should assess 
Urgency and not Lack of Premeditation when assessing impulsivity as a risk factor for 
bulimia nervosa.
Urgency, bulimia and multi-impulsive bulimia
The study of Fischer et al (2003) suggests impulsivity in bulimia relates specifically to 
Urgency, the tendency to be impulsive under negative affect. This is consistent with
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Heatherton and Baumeister’s (1991) model in which individuals attempt to escape from 
emotional distress by prioritising relief and immediate gratification, resulting in a binge. 
The literature suggests that Urgency may actually underlie a range of impulsive or 
problematic behaviour, including bingeing, substance abuse and self-harm. For example. 
Smith, Goldman, Greebaum et al (1995) found ‘impulsive’ behaviours such as alcohol 
abuse and self-harm can be ways of coping with avers ive emotion, such as tension, 
anxiety and emotional pain.
Some researchers have formulated models to describe this process. Muraven and 
Baumeister (2000) propose that when individuals are faced with distressing feelings a 
conflict arises between impulse control, which involves overriding the ongoing mood and 
sacrificing thé pursuit of immediate relief or pleasure for long-term goals, and seeking 
immediate relief from the distress. Many people respond by giving priority to feeling 
better immediately which can lead to impulsive behaviour. Similarly, Hayes, Wilson, 
Gifford et al. (1996) state that ‘experiential avoidance’ lies at the heart of many 
psychological problems, including panic disorder, panic disorder with agoraphobia, 
obsessive compulsive disorder and borderline personality disorder, and is a common 
property of impulsive, repetitious self-destructive behaviour including suicide attempts, 
self-mutilation, binge eating, alcohol and drug use. The phenomenon occurs when a 
person is unwilling to remain in contact with particular private experiences, such as 
bodily sensations, emotions, thoughts, memories, behavioural dispositions (Hayes et al, 
1996) and hunger (Esplen & Garfinkel, 1998) and attempts to alter their form or 
frequency (Hayes et al, 1996).
The damaging propensity of experiential avoidance has long been recognised (Hayes et 
al, 1996). For example, a central goal of psychoanalysis is to bring previously repressed 
painful and threatening material into conscious awareness (Freud, 1966, cited in Hayes et 
al, 1996), and Gestalt therapy assumes psychological problems arise because emotions 
are interrupted before they reach awareness, or become processed and organised. Hayes 
(2004) asserts it is ‘experientially important’ to experience difficult emotions (Hayes,
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2004) and that psychological discomfort is often a natural and necessary part of healthy 
behavioural change.
Relational Frame Theory (RFT; Hayes, Bames-Holmes & Roche, 2001) explains why 
such a range of often seemingly innocuous private experiences can become aversive and 
highly avoidable. This process is held to be the result of the ‘bi-directionality’ and 
symbolic nature of human language, which enables us to categorise and evaluate private 
events, which can then be recalled or predicted, via language. In this way, private 
experiences such as situational cues, memories, bodily sensations and behavioural 
predispositions can become categorised and negatively evaluated. As such private 
experiences cannot be avoided by simply avoiding external situations that elicited them in 
the first place, negatively evaluated private events can then become the focus of the 
avoidance. Hayes et al (2001) go on to emphasise that although avoidance may bring 
short-term relief, over time the avoided experience tends to paradoxically increase in 
frequency, setting up a ‘self-amplifying loop’.
There are indications that Urgency may be relevant in individuals with MIB. When UPPS 
components were examined in borderline personality disorder, which overlaps with MIB 
in terms of criteria (Fichter et al, 1994), Urgency was the strongest correlate (Miller et al, 
2002). In addition, some research suggests individuals with bulimia and MIB do not 
differ on impulsivity in the absence of negative affect, such as decision making without 
an awareness of risk and decision making with due consideration of risks and 
consequences (Fahy & Eisler, 1993). Thus, impulsive behaviour in both bulimia and MIB 
may reflect an underlying process for coping with negative emotions (Fahy & Eisler,
1993), termed Urgency by Whiteside and Lynam (2001). This would explain why one 
impulsive behaviour could easily be substituted by others, particularly among individuals 
who lack more effective or socially acceptable ways of coping with emotion (Fichter et 
al., 1994).
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Impulsive behaviour in bulimia and MIB may reflect an underlying propensity for 
dealing impulsively with distress. Nevertheless it is unclear why individuals with MIB 
engage in multiple impulsive acts. One explanation is that individuals with MIB are more 
likely to engage in impulsive behaviour under negative affect compared to individuals 
with bulimia without additional impulsive behaviour. This could stem from the greater 
incidence and severity of depression and anxiety in this population (Fichter et al., 1994), 
which is thought to increase the likelihood that individuals will resort to avoidant 
dysfunctional coping strategies that act upon emotions directly and quickly (Westen,
1994). The consequences of engaging in impulsive behaviours, such as taking drugs, 
alcohol or gambling may create further problems such as addiction and financial 
difficulties, and give rise to further distress, in a vicious circle (Tice, Bratslavsky & 
Baumeister, 2001). In addition to experiencing negative emotions more frequently, 
individuals with MIB may have greater propensities for Urgency because they find 
private experiences more aversive. Fichter et al. (1994) found individuals with MIB were 
more likely to have a history of childhood sexual abuse, received less care from their 
parents and were more likely to come from families with a history of alcohol abuse. 
Hayes et al (1996) states private experiences of individuals with traumatic histories are 
likely to be frightening and threatening which leads to more forms of experiential 
avoidance.
Multi-impulsive bulimia and other impulsivity facets
The literature also suggests that other impulsivity facets may be involved in MIB. Lacey 
(1993) proposes individuals with MIB are ‘personality disordered’, which distinguishes 
them from the majority of bulimia nervosa patients who have little disturbance of 
personality. He suggested that such individuals suffer from a ‘multi-impulsive personality 
disorder’ that relates to ‘a common mechanism of failure to control impulsive behaviour, 
when that behaviour is defined as a failure to consider the risks and consequences with a 
lack of deliberation’ pi 90.
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Kane, Loxton, Staiger et al. (2003) provide a model for this deficiency in impulse control. 
They implicate Gray’s (1970) theory of impulsivity, which states impulsive behaviour 
stems from a sensitive ‘Behavioural Approach System (BAS)’. This causes an underlying 
sensitivity to reward and a preference for short-term benefits over long-term costs, 
leading to a propensity for risky behavioral choices. Kane et al. (2003) reason bulimic 
women with a very high BAS sensitivity are more likely to display additional impulsive 
activities than individuals with lower BAS sensitivity.
Alternatively, self-regulatory deficits in MIB may stem from the increased stressors and 
demands sufferers face in their every day lives (Fichter et al., 1994). Muraven and 
Baumeister (2000) describe self-control as a ‘muscle’ that is replenishable yet can 
become exhausted. When people are unable to replenish their strength because 
circumstances prevent them from resting they may become chronically deficient in 
resources and impaired in self-control. Moreover, depletion of resources and repeated 
failure may damage self-efficacy, or the belief in achieving a long-term goal, which may 
lead to less perseverance and a tendency to focus on short term reward (Bandura, 1977).
Some research supports the idea that individuals who display one or more impulsive 
behaviours show a preference for immediate rewards, although this has not been tested 
directly in individuals with MIB. For example, as cited above. Miller et al. (2002) found 
Lack of Premeditation was the strongest correlate of substance use, psychopathy and a 
variety of delinquent acts. Studies have also found elevated impulsiveness and 
venturesome scores in individuals who engage in multiple substance use compared to 
those who use single substances (McCown, 1988), and shown that ‘impulsive’ 
psychiatric patients (with opiate dependence, severe personality disorders and 
alcoholism) have a stronger preference for immediate rewards compared to healthy 
controls (Petry & Caserella, 1999). Finally, in their study of adolescent girls, Loxton and 
Dawe (2001) found elevated scores on a BAS measure (Carver & White, 1994) in 
individuals who engaged in hazardous drinking and dysfunctional eating, compared to 
girls who displayed one impulsive behaviour and the control sample.
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It may not be an issue of whether either Urgency or other impulsivity facets are 
implicated in MIB. Both may be involved. It is also important to note there are also likely 
to be additional factors that lead to multiple impulsive or problematic behaviours. Nagata 
et al (2000) emphasise that ‘multi-impulsivity cannot be explained by only one item... 
probably, causes of multi-impulsivity are multi-factorial’ p252.
Clarifying Urgency
Bringing clarity to the concept of Urgency would be a useful step in developing an 
understanding its role in bulimia and MIB. Three issues arise from the literature, and are 
worthy of investigation. Firstly, Urgency is typically defined as the tendency to act 
impulsively under negative affect. It is thought to be conceptually distinct from the other 
impulsivity facets: Lack of Premeditation, Lack of Perseverance and Sensation-seeking 
(Whiteside & Lynam, 2001). Furthermore, Fischer et al. (2003) found that Urgency 
correlated with bulimic symptoms but bulimic symptoms did not correlate with Lack of 
Premeditation, and asserted that Urgency but not Lack of Premeditation is relevant in 
investigations of impulsivity in individuals with bulimia. However, the models of 
Heatherton and Baumeister (1991) and Muraven and Baumeister (2000) suggest 
impulsive behaviour occurred when people are under emotional distress because they 
‘simply searched for the best possible outcome and grabbed for it, without considering 
the risks and costs involved’ (Baumeister, 1997, pl50). This implies Lack of 
Premeditation (not thinking and reflecting on the consequences before engaging in act) 
may be part of the underlying process in Urgency.
Secondly, Whiteside and Lynam (2001) state Urgency is under-represented in the 
literature, and highlight that items on their Urgency measure may need to be revised or 
replaced. Inspecting Urgency items, some do not appear to depict the definition of 
Urgency accurately. Five items were identified: ‘I have trouble controlling my impulses’, 
‘I have trouble resisting my cravings (for food, cigarettes etc)’, ‘I often get involved in 
things I later wish I could get out o f; ‘I am always able to keep my feelings under
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control’ and ‘Sometimes I do things on impulse I later regret’, which do not describe 
impulsivity under negative affect.
Finally, it is unclear whether Urgency involves experiencing regret for acting 
impulsively. In Whiteside and Lynam’s (2001) factor analysis of the NEO-PI-R (Costa & 
McCrae, 1995) and other impulsivity scales, the Urgency factor was defined as ‘the 
tendency to commit rash or regrettable items as a result of intense negative affect’, p32. 
However, when defining the concept of Urgency later in their study, they did not refer to 
‘regret’, and experiencing ‘regret’ was not mentioned in their definition of Urgency in a 
subsequent paper (Whiteside & Lynam, 2003). Conversely, it is notable that two UPPS 
items that do not capture impulsivity under negative affect, appear to represent 
experiencing regret for impulsive actions. Heatherton and Baumeister (1991) seem to 
imply that regret may be involved. In their model, distress causes a temporary narrowing 
of attention and awareness, in which immediate relief or gratification is prioritised in 
favour of long-term goals. When relief is achieved and individuals once again become 
aware of long-term goals and the negative consequences of their behaviour, it follows 
that they may experience regret for acting impulsively.
The current research
In summary, the literature suggests that Urgency, the tendency to be impulsive under 
negative affect, may underlie impulsive behaviour in bulimia and MIB. This concept may 
involve not thinking about the consequences of ones actions and experiencing regret for 
acting impulsively. There are also indications that impulsive behaviour in MIB involves 
other impulsivity facets, such as Lack of Premeditation, Sensation-Seeking and Lack of 
Perseverance.
Two studies were conducted to further examine the psychological processes leading to 
impulsive behaviour in bulimia and multi-impulsive bulimia. Study 1 aimed to clarify the 
concept of Urgency through factor analysis of an impulsivity measure, comprising the
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UPPS scale (Whiteside & Lynam, 2001) and new scales that were developed by the 
investigator. New scales represented: the impulsivity facets Lack of Premeditation, Lack 
of Perseverance and Sensation-seeking experienced whilst under negative affect; a scale 
depicting experiencing regret for impulsive actions; and a scale designed to represent 
Urgency more clearly. Based on Heatherton & Baumeister (1991) it was predicted that 
Urgency would involve Lack of Premeditation under Negative Affect and experiencing 
regret for acting impulsively. The literature was less clear on how Sensation-seeking 
under Negative Affect and Lack of Perseverance under Negative Affect would relate to 
Urgency, or Sensation-Seeking and Lack of Perseverance respectively.
The aim of Study 2 was to investigate the impulsivity facets underlying impulsive 
behaviour in bulimia and MIB. Based upon the literature that suggests impulsivity in 
bulimia is specifically related to attempts to escape from feelings of distress (Fischer et 
al, 2003), it was predicted that individuals with bulimia would score higher on Urgency 
than controls, but would not significantly differ from controls on other impulsivity facets. 
In multi-impulsive bulimia, the literature implies that individuals with MIB experience 
more severe depression and anxiety than individuals with bulimia (Fischer et al, 1994) 
and may find private experiences more aversive (Hayes et al, 1996), leading to greater 
use of dysfunctional coping strategies (Westen, 1994). In line with these ideas, it was 
predicted that individuals with MIB would score higher on Urgency than controls and 
individuals with bulimia. Finally, the literature implies that individuals with MIB are 
generally more sensitive to reward, and are more influenced by short-term benefits than 
long-term costs than individuals with bulimia (Kane et al, 2003; Lacey, 1993; Muraven & 
Baumeister, 2000). Therefore it was predicted that individuals with MIB would score 
higher on Sensation-Seeking, Lack of Perseverance and Lack of Premeditation compared 
to individuals with bulimia and controls.
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The hypotheses are outlined below:
Study 1
1. Items representing Lack of Premeditation under Negative Affect will load highly
on the Urgency factor.
2. Regret items will load highly on Urgency.
3. Items that were developed to represent Urgency more clearly will load more
highly on Urgency than the five original items that do not appear to represent 
impulsivity under negative affect.
Study 2
1. Individuals with bulimia will score higher on Urgency than controls
2. Individuals with MIB will score higher on Urgency than controls, and higher on
Urgency than individuals with bulimia.
3. Individuals with bulimia will not significantly differ from controls on Sensation-
Seeking, Lack of Premeditation and Lack of Perseverance.
4. Individuals with MIB will score higher on Sensation-Seeking, Lack of
Premeditation and Lack of Perseverance than individuals with bulimia and 
controls.
Research Dossier: Major Research Project
195
STUDY 1 
STUDY 1 METHOD
Methods of Recruitment
Non-clinical student sample
The researcher approached students during lectures. Information about the study was 
given verbally to students in their lecture. They were also given the opportunity to 
participate in Study 2. The investigator disseminated the questionnaires to participants, 
who were asked to return completed forms to the psychology office.
Clinical eating disorder sample
Patients from a specialist eating disorder service and the Eating Disorders Association 
(EDA) completed the impulsivity questionnaire as part of their participation in Study 2 
(see Study 2 for details).
Participants
Participants comprised 116 female psychology students, and 32 females with symptoms 
of bulimia, recruited from a specialist eating disorders service and the EDA. All 
individuals were included in the analysis.
Measures
Each participant completed a demographics form (Appendix C) and an impulsivity 
questionnaire (Appendix D), which included the UPPS impulsivity Scale (Whiteside &
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Lynam, 2001) and 25 additional items (see below). The questionnaire took approximately 
10 minutes to complete.
UPPS Im pulsive  B ehaviour Scale
The UPPS Impulsive Behaviour Scale is a 44-item inventory developed by Whiteside & 
Lynam (2001) to measure four distinct personality pathways to impulsive behaviour. 
Participants rate statements such as T welcome new and exciting experiences and 
sensations, even if they are a little frightening and unconventional’ on a Likert scale from 
1 to 4 (strongly agree, agree somewhat, disagree somewhat, disagree strongly). There are 
10 Perseverance items, 12 Sensation-seeking items, 11 Urgency items and 12 
Perseverance items. A total score is calculated for each scale by summing individual 
items.
Additional items
Additional items were developed to represent lack of premeditation, sensation-seeking 
and lack of perseverance occurring whilst under negative effect:
Lack o f Premeditation under Negative Affect
W hen I’m upset I do things w ithout thinking o f  the consequ en ces o f  m y actions  
W hen I’m’ angry or frustrated I d on ’t think about the im pact o f  m y actions
W hen I’m em otional I focus on what I’m doing now  and not on the potential im pact this m ight have in the  
future
W hen I feel anxious I do things on the spur o f  the m om ent w ithout thinking about the outcom e  
W hen I feel bad I act w ithout thinking o f  the outcom e o f  m y actions
Sensation-seeking under Negative Affect
W hen I’m upset I like to  engage in risky or excitin g  activ ities  
W hen I feel bad, I w e lco m e  new  and excitin g  experiences
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W hen I’m feelin g  em otional, I find risky or excitin g  activ ities hard to resist
W hen I’m anxious I crave activ ities that w ill g iv e  m e a buzz
W hen I feel angry or frustrated, I seek  out activities that g ive  m e a rush
Lack o f Perseverance under Negative Affect
W hen I’m upset I tend to g iv e  up quickly
W hen I feel bad I find it hard to concentrate
W hen I’m fee lin g  em otional I tend to leave tasks unfin ished
W hen I’m anxious I tend to ignore little jo b s that need to be done
W hen I’m angry or frustrated I’m very unproductive
Five items were created to relate more closely to the definition of Urgency (the tendency 
to act impulsively under conditions of negative affect) than five Urgency UPPS items that 
did not appear to represent the concept accurately. Original items and clearer items are 
presented below:
Urgency items that do not appear to relate closely to the definition
I have trouble controlling m y im pulses  
I have trouble resisting m y cravings (for food , cigarettes etc)
I often  get invo lved  in things I later w ish  I could get out o f  
I am a lw ays able to  keep m y fee lin g s under control 
Som etim es I do th ings on im pulse I later regret
New ‘Clearer ’ Urgency items
W hen I’m upset I have trouble controlling m y im pulses 
W hen I feel bad its hard for m e to resist acting on m y feelin gs  
W hen I’m angry or frustrated I act im pulsively  
W hen I ’m em otional I carry out m y im pulsive urges 
W hen I’m anxious I act in the heat o f  the m om ent
Research Dossier: Major Research Project
198
Five items were also created to represent feeling regret for acting impulsively:
Regret items
W hen I act im pulsively  I later regret m y actions
W hen I act im pulsive ly  I do things I later know  I sh ou ld n ’t have done
W hen I act in the heat o f  the m om ent I do things I later regret
W hen I act on im pulsive urges I later often w ish  I hadn’t
I tend to regret acting im pulsively
New items were developed with careful consideration of the definition and by 
consultation with an experienced professional working in the eating disorders field. 
Permission was obtained from the authors of the UPPS to adapt thé measure.
Procedure
Ethical Approval
Ethical approval was initially obtained from the Local NHS Trust Ethics Committee, the 
trust’s R&D committee, and the University of Surrey Ethics Committee in March 2004 
for use of participants from the University of Surrey and the Eating Disorders Service. As 
it became clear more participants were required, the investigator approached the Eating 
Disorders Association (EDA) to recruit in their service. Ethical approval was sought 
through the COREC process which became compulsory for NHS projects in April 2004. 
The project was approved by the MREC committee and the University of Surrey Ethics 
Committee in January 2005. Ethical approval letters are presented in Appendix E.
Procedure
The recruitment procedure outlined in the ‘methods of recruitment’ section was followed. 
Students who only participated in Study 1 were informed about the study verbally, and
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gave their verbal consent to participate. The investigator emphasised the voluntary and 
confidential nature of participation. All participants were also provided contact details for 
the researcher and her supervisor should any distress arise from completing 
questionnaires or to discuss queries or concerns. No incentives were offered for 
participation. The clinical sample completed the impulsivity questionnaire as part of 
Study 2 (see Study 2 for further details).
Statistical analysis
The data was analysed using the Statistics Package for the Social Sciences (SPSS) 
version 9.0. Relationships between UPPS items and new items were explored by 
conducting a Principal Components Analysis. A Principal Components Analysis is a 
dimension-reducing tool, which aims to reduce a large set of variables to a small set, 
whilst retaining as much information as is possible. The analysis produces new composite 
variables that are linear combinations of the original variables (Tabachnick & Fidell, 
1996). In the factor analyses of Urgency, Lack of Premeditation, Lack of Perseverance 
and Sensation-Seeking items in Whiteside & Lynam (2001) factors were correlated with 
each other. Therefore, in the current analysis, an oblique rotation (direct oblimin) was 
used, given that this method allows factors to correlate (Tabachnick & Fidell, 1996).
With regard to sample size, statisticians disagree over whether researchers conducting 
principal components analysis should aim for a minimum total sample size, or whether 
they should calculate the minimum number of participants needed by examining the ratio 
of participants to variables (Osborne & Costello, 2004). Hatcher (1994) recommend a 
minimum participant to item ratio of 5: 1. However, Comrey & Lee (1992) suggest the 
adequacy of sample size can be evaluated in terms of the total number of participants. 
Using their guidelines, the sample size of 147 participants in this study was between poor 
( 100) to fair (200), which I judged to be adequate for the purposes of this study.
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STUDY 1 RESULTS 
Principal components analysis of UPPS items and new items
A principal components analysis with oblimin (oblique) rotation was performed. A four 
factor solution was sought based on Whiteside and Lynam’s (2001) four UPPS scales, 
and the results of the scree plot indicated the presence of four factors. This solution 
accounted for 49.9% of the variance. Consistent with Whiteside and Lynam (2001), the 
four factors clearly demarcated the UPPS scales Urgency, Sensation-seeking, Lack of 
Perseverance and Lack of Premeditation. Factor 1 accounted for most of the item 
variance (25.84%) and included all Urgency items from the UPPS, additional ‘clearer’ 
Urgency items, all items of the Lack of Premeditation under Negative Affect scale, and 
all items of the Regret scale. The factor also included one Sensation-seeking under 
Negative Affect item. This factor was labelled Urgency. Factor 2 accounted for 12.48 % 
of the variance and included all items from the Sensation-Seeking scale of the UPPS and 
all items from the Sensation-seeking under Negative Affect scale. The factor was labelled 
Sensation-seeking. Factor 3 accounted for 7.55% of the variance, and included all items 
from the Lack of Perseverance scale of the UPPS and all items from the Lack of 
Perseverance under Negative Affect scale. This factor was labelled Lack of Perseverance. 
Factor 4 accounted for 4.05% of the variance and included all but one item from the Lack 
of Premeditation UPPS scale. This factor was labelled Lack of Premeditation. The factor 
loadings for items are presented in Table 1.
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In support of Hypothesis 1 Lack of Premeditation under Negative Affect items had strong 
loadings on Urgency, with weak loadings on the other factors. Factor loadings on 
Urgency ranged from .639 to .835. In support of Hypothesis 2, all Regret items had 
strong loadings on Factor 1, with loadings ranging from .581 to .785.
Table 2 displays factor loadings for Urgency items that did not appear to reflect the 
definition accurately and clearer Urgency items. Inspecting the factor loadings of 
Urgency items that did not appear to reflect the definition, all items loaded highly on 
Factor 1. Loadings ranged from .403 to .814, with an average loading of .626. With 
regard to ‘clearer’ Urgency items all items loaded highly on Urgency. In support of 
Hypothesis 3, factor loadings for ‘clearer’ Urgency items were generally higher than 
original items, ranging from .639 to .835, with an average Of .734.
Table 2- Original and Clearer Urgencv items
Original Items Factor loadings
I have trouble controlling my impulses (3) .724
I have trouble resisting my cravings (for food, cigarettes .403
etc) (12)
I often get involved in things I later wish I could get out .697
o f (21)
I am always able to keep my feelings under control (72) .493
Sometimes I do things on impulse I later regret (74) .814
New items
When I’m upset I have trouble controlling my impulses .699
(item 6)
When I feel bad its hard for me to resist acting on my .639
feelings (item 15)
When I’m angry or frustrated I act impulsively (item 24) .779
When I’m emotional I carry out my impulsive urges (item .835
32)
When I’m anxious I act in the heat o f  the moment (item .746
40)
All Items representing Sensation-Seeking under Negative Affect had high factor loadings 
on Sensation-seeking, but one item loaded more highly on Urgency (item 20), and four 
out of five items had moderate loadings on Urgency. However, three out of the four items 
that loaded on Urgency were below .45 (.373-.4I2). All Lack of Perseverance under 
Negative Affect items loaded strongly on the Lack of Perseverance factor.
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Correlations between the factors
Table 3 below shows correlations between the factors.
Table 3 Component correlation matrix
Component Urgency Sensation-Seeking Lack o f  
Perseverance
Lack o f  
Premeditation
Urgency 1.000 .062 .312 -.050
Sensation-Seeking .062 1.000 .024 -.242
Lack o f Perseverance .312 .024 1.000 -.228
Lack o f Prem editation -.050 -.242 -.228 1.000
As shown in the table, Urgency and Lack of Perseverance were found to be moderately 
correlated, and small correlations were detected between Lack of Premeditation and 
Sensation-Seeking, and Lack of Premeditation and Lack of Perseverance.
Development of new scales
From the results of the principal components analysis, four scales were constructed to 
correspond with the four factors. Items were included if factor loadings fell above .45, 
according to Comrey & Lee’s (1992) guidelines which indicate values above this are 
‘fair’. The first scale was named Urgency, and comprised UPPS Urgency items, ‘clearer’ 
Urgency items. Lack of Premeditation under Negative Affect items, and Regret items. All 
items were included as factor loadings were above .45. The second scale was labelled 
Sensation-Seeking, and included all Sensation Seeking UPPS items. The third scale was 
labelled Lack of Perseverance, comprising Lack of Perseverance items. Two items were 
not included on this scale as factor loadings were below .45. The fourth scale was 
labelled Lack of Premeditation, and comprised UPPS Lack of Premeditation items. Two 
items were not included as factor loadings were below .45.
Even though Sensation-seeking under Negative Affect items and Lack of Perseverance 
under Negative Affect items loaded strongly on factors produced from the principal 
components analysis, they were not included on the four scales above, and were
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considered as two additional scales. One of the focuses of this study was to examine the 
notion of ‘impulsivity under negative affect’ which has been relatively unexplored in 
previous literature about impulsivity (Whiteside & Lynam, 2001). Separating Sensation- 
Seeking under Negative Affect and Lack of Perseverance under Negative Affect into two 
separate scales was considered to be conducive to this aim, as it enabled comparisons 
between controls, individuals with bulimia and individuals with MIB in Study 2, and thus 
provided preliminary information about concepts that have not been previously identified 
or examined in the literature. The fifth scale was labelled Sensation-seeking under 
Negative Affect, and included all Sensation-seeking under Negative Affect items apart 
from item 20 which was excluded because it loaded moderately on more than one factor. 
The sixth scale was labelled Lack of Perseverance under Negative Affect. One item was 
excluded because its factor loading was below .45. Table 4 shows descriptive statistics 
for the constructed scales Reliability for the new scales were satisfactory to good 
(Cronbach’s alpha>7.8), and no scales were significantly skewed.
Table 4: Descriptive statistics for new scales
Urgency Sensation- Lack o f Lack o f Sensation- Lack o f  Perseverance
seeking perseverance Premeditation seeking under
Negative
Affect
under Negative Affect
N items 26 12 8 9 4 4
N 146 147 146 147 147 147
M issing data 1 0 1 0 0 0
Mean 65.4 30.78 15.27 19.09 8.22 10.75
Std deviation 16.64 7.81 4.22 4.70 2.55 2.51
Skewness .117 -.193 .292 .288 .260 .005
Std error o f -.314 .200 . .201 .153 .200 .20
skewness
Reliability 0.96 0.89 • .845 .870 0.784 .78
To analyse the relationships between the new scales, Pearson’s correlations were 
performed, shown in Table 5.
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Urgency Sensation-
Seeking
Lack of 
perseverance
Lack of  
premeditation
Lack o f  
perseverance 
under negative 
affect
Sensation-
Seeking
under
negative
affect
Urgency 
Pearson’s corr 
Sig.
N
1
147
.106
.202
147
..301
>0.001
147
.319
>0.001
147
.460
>0.001
147
.425
>0.001
147
Sensation
Seeking
Pearson’s corr 
Sig.
N
I
147
.171
>0.001
147
.438
>0.001
147
.100
>0.001
147
.749
>0.001
147
Lack o f  
Perseverance
Pearson’s corr 
Sig.
N
1
147
..585
>0.001
147
.594
>0.001
147
.262
0.01
147
Lack of  
Prem editation
Pearson’s corr 
Sig.
N
1
147
.241
>0.003
147
.472
>0.001
147
Lack o f  
Perseverance 
under negative 
affect
Pearson’s corr 
Sig.
N
1 .237
.004
147
Sensation- 
Seeking under  
negative affect
Pearson’s corr 
Sig.
N
1
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As shown in the table, most of the scales were correlated, with the exception of Urgency 
and Sensation-Seeking, and Lack of Perseverance and Sensation-seeking. Large 
correlations (>0.5) were found between Lack of Premeditation and Lack of Perseverance, 
Sensation-Seeking and Sensation-Seeking under Negative Affect, and Lack of 
Perseverance under Negative Affect.
STUDY 1 DISCUSSION
Study 1 aimed to bring further clarity to the concept of Urgency. The results suggested 
Urgency is a concept that involves impulsive behaviour under negative affect, which 
includes not thinking about the consequences of ones actions, and feeling regret for those 
actions afterwards. This is consistent with Heatherton and Baumeister’s model (1991) of 
binge eating, related theories about negative affect and impulsive behaviour (Muraven & 
Baumeister, 2000) and Hayes et al’s (1996) ideas about experiential avoidance, that 
propose escaping from distress leads to a focus on immediate relief and gratification in 
favour of long-term goals. Regret may arise when individuals become aware of long-term 
goals and the negative consequences of their impulsive actions.
The five Urgency items that were not considered to relate closely to the definition also 
loaded highly on Urgency with weak loadings on the other factors. Two of the five items 
were about experiencing regret, which is consistent with the finding that regret is 
associated with Urgency. The other items related to impulses or cravings, and difficulties 
controlling emotion. These items constituted the lowest factor loadings, suggesting they 
were least related to the concept of Urgency. However, their close association with 
Urgency is consistent with the idea that Urgency can incorporate experiential avoidance, 
attempts to avoid or alter private experiences such as emotions, thoughts, memories, and 
bodily sensations that include cravings and impulses (Hayes et al, 1996).
Only one Sensation-seeking under Negative Affect item was associated with Urgency, 
suggesting Sensation-seeking under Negative Affect is not dominant among individuals
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with high Urgency scores. Sensation-seeking under Negative Affect loaded most highly 
on the Sensation-Seeking factor, and it is notable that a large correlation was detected 
between the two new scales. This implies the tendency to seek excitement or to take risks 
under conditions of distress is influenced by a general preference for sensation-seeking.
Interestingly, Lack of Perseverance under Negative Affect items did not load on Urgency, 
which suggests people with high Urgency scores do not tend to lack perseverance under 
negative affect. All items loaded on the Lack of Perseverance factor, and a large 
correlation was found between the new scales. Lack of Perseverance and Lack of 
Perseverance under Negative Affect. Again, as with Sensation-Seeking, it appears that 
difficulty with perseverance under negative affect is influenced by a general inclination to 
lack perseverance.
Finally, it is notable that items representing Lack of Premeditation under Negative Affect 
and Lack of Premeditation loaded highly on two separate factors, with very weak 
loadings on either scale. This suggests that not thinking about the consequences or risks 
of ones’ actions when experiencing negative affect is not related to a general 
predisposition to lack premeditation. The finding supports assertions about the potency of 
negative affect, which can impair individuals’ consideration of risks or consequences, 
even if they are generally inclined to do so (Heatherton & Baumeister, 1991; Muraven & 
Baumeister, 2000).
STUDY 2
Study 2 aimed to determine the underlying processes leading to irnpulsive behaviour in 
bulimia and multi-impulsive bulimia. This was conducted by administering a 
questionnaire pack containing the impulsivity questionnaire used in Study 1 to a clinical 
sample of individuals with bulimic symptoms and a group of controls, and analysing 
differences between groups. The literature suggested impulsivity in bulimia relates 
specifically to Urgency, the tendency to be impulsive under negative affect (Heatherton 
& Baumeister, 1991; Fischer et al, 2003). Therefore, it was predicted that individuals
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with bulimia would score higher on Urgency than controls. It was also predicted that 
individuals with MIB would score higher on Urgency than controls and individuals with 
bulimia, as they are found to experience more severe negative affect (Fischer et al, 1994) 
and may find private experiences more aversive (Hayes et al, 1996), which in turn is 
thought to increase reliance upon dysfunctional coping strategies (Westen, 1994). Finally, 
it was predicted that individuals with MIB would score higher on Sensation-Seeking, 
Lack of Perseverance and Lack of Premeditation compared to individuals with bulimia 
and controls, based upon the literature that suggested other impulsivity facets may be 
implicated in those with additional impulsive behaviour (Lacey, 1993; Kane et al, 2003).
STUDY 2 METHOD
Methods of recruitment
Non-clinical student sample
The researcher approached students during lectures. The investigator disseminated the 
questionnaire packs to participants, who were asked to return completed forms to the 
psychology office. Undergraduates received a course credit for their participation.
Clinical eating disorder sample
Questionnaires packs were disseminated to clients receiving treatment at the Eating 
Disorders Service by their therapist during a session. Individuals were asked to return the 
questionnaires to reception. No incentives were offered for participation.
The central EDA office was sent questionnaire packs in envelopes containing stamped 
addressed envelopes, which distributed them to members of the EDA database . Members 
of the EDA are required to complete a questionnaire when they join the organisation, and 
they are able to opt in if they would consider taking part in student or medical research. 
The EDA office distributed the questionnaire packs to individuals on the data base who
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endorsed on the questionnaire that they currently had an eating disorder, and had ‘bulimia 
nervosa .
Participants
The non-clinical student group
The control sample comprised 40 female psychology undergraduates and postgraduates at 
the University of Surrey. Participants were screened to exclude individuals who currently 
suffered from an eating disorder, or who had been diagnosed with an eating disorder in 
the past. The BULIT-R (Thelen, Farmer, Wonderlich et al, 1991; Appendix F) was 
administered to check whether controls scored below the threshold of 104, which can be 
used to identify individuals with bulimia (Thelen et al, 1991). 100% of controls scored 
below the threshold.
The clinical eating disorder group
The clinical sample consisted of 31 females with bulimic symptoms, recruited from one 
eating disorders service and the Eating Disorders Association (EDA) research database. 
68% of participants scored above the threshold of 104 on the BULIT-R.
Once the clinical sample data were collected, two groups were formed to differentiate 
between individuals with and without MIB. This was based on individuals’ answers on 
the Multi-impulsivity Scale (Evans et al., 1998; Appendix G). In line with guidelines 
from Evans et al (1998), the MIB group included individuals who indicated they had 
impulsively binged on food, and had carried out two or more additional types of 
impulsive behaviour in the past two months, rating these behaviours as occurring 
‘Sometimes’, ‘Often’, ‘Very Often’ or ‘Always’. The MIB group comprised six females. 
The bulimia group consisted of 26 females.
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Measures
Each participant completed questionnaires presented in a questionnaire pack which took 
approximately 40 minutes. The questionnaire pack included the demographics form used 
in Study 1, an invitation form and information sheet (Appendix H), a consent form 
(Appendix 1), and the following measures:
The Impulsivitv Measure
The impulsivity measure used in Study 1 was also used in Study 2. Using the new scales 
that were developed in Study 1, each participant had total scores on the following scales: 
Sensation-Seeking
Sensation-Seeking can be defined as the tendency to enjoy and pursue activities that are 
exciting, and openness to trying new experiences that may or may not be dangerous. The 
scale comprised 12 items. Cronbach’s alpha reliability for the current study was .91.
Urgency ,
Urgency can be defined as the tendency to be impulsive under negative affect, which 
involves not thinking about the consequences of ones actions, difficulty tolerating urges 
and cravings, and experiencing regret after acting impulsively. The scale included 26 
items, comprising Urgency UPPS items, clearer Urgency items. Regret items and Lack of 
Premeditation under Negative affect items. Cronbach’s alpha reliability for the current 
study was .96.
Lack o f Perseverance .
Lack of Perseverance can be defined as difficulty persevering in tasks that may be boring 
or difficult. The scale incorporated 8 Lack of Perseverance UPPS items. Cronbach’s 
alpha reliability for the current study was .84.
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Lack o f Premeditation
Lack of Premeditation describes the tendency to not think about the consequences of ones 
actions. The scale comprised 9 Lack of Premeditation UPPS items. Cronbach’s alpha 
reliability for the current study was .916.
Lack o f Perseverance under Negative Affect
Lack of Perseverance under Negative affect describes difficulty persevering in tasks that 
may be boring or difficult under negative affect. The scale included 4 Lack of 
Perseverance under Negative Affect items. Cronbach’s alpha reliability for the current 
study was .788
Sensation-Seeking under Negative Affect
Sensation-Seeking under Negative Affect can be defined as the tendency to enjoy and 
pursue activities that are exciting, and openness to trying new experiences that may or 
may not be dangerous, under conditions of negative affect. The scale included 4 items. 
Cronbach’s alpha reliability for the current study was .864
The B U L IT -R  (Thelen et al, 1991)
The BULIT-R is a 36-item questionnaire used to assess the presence of bulimic 
symptoms (Thelen et al, 1991). Items such as T am afraid to eat anything for fear that 1 
won’t be able to stop’ are rated on a Likert Scale from 1-5. Ratings include ‘agree, 
neutral, disagree a little, disagree, disagree strongly’ and ‘frequently or always, 
sometimes, occasionally, rarely, seldom or never’. A total bulimic symptoms score was 
calculated for each individual by summing the scores of individual items.
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The BULIT-R is one of the most widely used measures of bulimia nervosa and correlates 
with other well known scales including the BITE (r=0.9; Welsh, Thompson & Hall, 
1993). It is a valid measure of bulimic symptomatology in clinical and non-clinical 
female college populations and uses a threshold total bulimic score of 104 to identify 
individuals with bulimia nervosa under DSM-111 criteria (Thelen et al, 1991). The scale 
and cut-off score has also been validated to identify individuals meeting DSM-IV criteria 
for bulimia nervosa (Thelen, Mintz & Vander, 1996).
The BULIT-R was selected as a measure of bulimic symptoms in this study to remain 
consistent with previous studies (Fischer et al, 2003; Fischer et al, 2004) who have 
examined the relationship between Whiteside & Lynam’s (2001) UPPS scales and 
bulimic symptoms. Furthermore this self-report questionnaire was considered more 
appropriate, practical and useful than other methods of selection for the bulimia group for 
the purposes of this study, such as determining whether or not participants met DSM-IV 
criteria by interview. The BULIT-R has advantages that it does not require face to face 
administration by the investigator which was not feasible, particularly for EDA 
participants who were recruited nationally.
Multi-impulsivitv Scale (MIS: Evans et al 1998)
The MIS was developed by Evans et al (1998) to identify individuals with bulimia who 
exhibit multiple self-damaging behaviours, and provide a tool to help researchers explore 
impulsivity in this population. The measure is a 22 item self-administered questionnaire 
that assesses the presence and frequency of impulses and behaviours including self-harm, 
fire-setting, drug taking and fighting. Participants are required to read the following 
statement; ‘1 have sometimes felt increasingly tense and had an almost irresistible urge to 
do something that 1 would not normally do. After doing this thing 1 feel a sense of relief, 
even though 1 may feel guilty.’, and are asked to rate whether they felt like this, or 
behaved in this way in the past two months with regards to each impulsivity item, on a 6- 
point Likert scale (‘never’, ‘occasionally’, ‘sometimes’, ‘often’, ‘very often’ and 
‘always’).
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As impulsive behaviours are thought to be interchangeable (Lacey & Evans, 1986) the 
MIS is not a cumulative scale (Evans et al., 1998). Individuals have scores on each of the 
eleven impulsive behaviours. Evans et al (1998) note there is no simple criterion about 
the frequency or count of behaviours that constitutes multi-impulsivity. They suggest that 
individuals are categorised with MIB if they report carrying out two or more impulsive 
behaviours, in addition to binge eating. Impulsive behaviour was counted if the behaviour 
was rated as occurring ‘sometimes’, ‘often’, very often’ or ‘always’ (Evans et al., 1998).
Reliability and validity for the MIS has not been published, although the measure has 
been used in variety of research studies and psychometric information will be published 
in due course (Evans et al., 1998).
Assessment of past impulsivitv
New items were developed to identify individuals who had engaged in multiple forms of 
impulsive behaviour in the past. Permission was obtained from the authors of the MIS to 
adapt the measure. Individuals rated whether they had ‘ever’ engaged in each of the 
eleven impulsive behaviours on the MIS on the 6-point Likert scale (‘never’, 
‘occasionally’, ‘sometimes’, ‘often’, ‘very often’ and ‘always’). Individuals were 
categorised with ‘past MIB’ if they had ever impulsively binged on food and carried out 
two or more impulsive behaviours. Impulsive behaviour was counted if the behaviour 
was rated as occurring ‘sometimes’, ‘often’, very often’ or ‘always’ (Evans et al„ 1998). 
Assessing past impulsivity was considered necessary to ensure an adequate sample size in 
the study, as when stringent definitions have been used for MIB in previous studies, the 
number of multi-impulsive patients among bulimic individuals has been very limited 
(Nagata et al, 2000). For example, in Nagata et al’s (2000) study, only 20 out of 114 
patients with bulimia engaged in three or more impulsive behaviours, and in the study of 
Welch & Fairbum (1996) only six percent of bulimics reported two or more impulsive 
behaviours.
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Procedure
Ethical approval
Details about ethical approval were described in Study 1.
Procedure
The recruitment procedure outlined in the ‘methods of recruitment’ section was followed. 
Participants were given an invitation form and information sheet, and written consent was 
obtained. Participants also completed a demographics form. Invitation forms and 
information sheets emphasised the voluntary and confidential nature of participation. The 
information sheet also provided details for seeking support if distress arose, encouraging 
participants with an eating disorder to discuss their concerns with a clinician in their 
service or their local community mental health team and university students to contact the 
university counselling service or their GP. In addition, participants were provided with 
contact details of the researcher and her supervisor to discuss queries or concerns. 
Individuals in the clinical sample were informed that taking part would not affect any 
treatment they would receive. Participants were given the option of receiving feedback 
about the study. A summary sheet outlining results and implications will be sent to 
individuals requesting feedback in October 2005. A copy of the project will be provided 
to each service that participated.
Statistical Analysis
Data analvsis
The dependent variables in the study (the impulsivity scales) were ordinal measures, as 
scores were based on Likert scales. There are arguments for and against using parametric 
as opposed to non-parametric tests to analyse ordinal data. Some researchers believe 
parametric tests have sufficient robustness and consider non-parametric tests unnecessary
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(Howell, 1997; Tukey, 1986), but others disagree (Howell, 1997). In the current study it 
was decided that parametric tests would be used* to remain consistent with previous 
studies that have compared differences on UPPS scales between groups (e.g. Whiteside & 
Lynam, 2003).
The data was analysed using the Statistics Package for the Social Sciences (SPSS) 
version 9.0. Analysis of Variance (ANOVA) tests were employed to investigate 
differences between the groups on the impulsivity scales.
* Non-parametric versions of between group comparisons were also carried out to check 
whether this method yielded similar results, and are presented in the tables in Appendix J. 
It is notable that all results derived from the parametric tests were replicated when non- 
parametric tests were used.
Data screening
The data was screened to identify whether variables met assumptions for parametric 
analysis. Preliminary assumption testing was conducted separately for each group, to 
check for normality, linearity, outliers and homogeneity of variance matrices. An outlier 
was detected in the bulimia group for Urgency (case 35), which was much lower than the 
Urgency scores for other members of the group. This value was replaced with the mean. 
No other serious violations were noted. However, two issues arose with regard to sample 
size. Firstly, in all analyses sample size was unequal between groups. Secondly, the 
sample size was very limited in the MIB group (n=6). Because of limited sample size and 
different sample sizes between groups Green and Salkind (2000) state that p values for 
overall F tests are untrustworthy. Therefore, as recommended by Green and Salkind 
(2000), the Welch statistic was used for the ANOVAs conducted, and Games Powell post 
hoc tests were employed as follow-up tests to the ANOVA. Both these tests do not 
assume equality of population variances. Games Powell tests are also appropriate for 
largely unequal group sizes, and groups with a very low sample size
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(http://www.ioa.pdx.edu/newsom/dal/posthoc.docV Effect sizes or power were not 
provided in the results as the Welch test does not calculate these statistics.
STUDY 2 RESULTS
The results are divided into three parts. Part 1 provides demographic information (age, 
education and ethnicity) for the control, bulimia and MIB groups. Part 1 also investigated 
differences between bulimic symptoms in control and clinical groups, and described the 
nature and incidence of the various types of impulsive behaviour in the samples. Part 2 
tested the four hypotheses. In Part 3, an exploratory analysis was carried out to compare 
scores between the control group, the bulimia group and MIB group on Sensation- 
seeking under Negative Affect and Lack of Perseverance under Negative Affect 
measures.
PART 1 Descriptive statistics
Demographical information
The demographic information for each group is presented in Table 6. Age had a skewed 
distribution, so medians and interquartile ranges are reported.
Table 6 age, ethnicitv and education for each group
Group N Median
Age
(Interquartile range) Ethnicity Education
Control 40 19 (19-27) 80% White British 
20% Other white or 
non white
100% A Level or above
Bulimia 26 30 (25-34) 94% White British 
6% Other White or 
non-White
15% Below A Levels 
85% A Level or above
MIB 6 25 (22-35) 100% White British 17% Below A Level 
83% A Level or above
The percentages reported in Table 6 suggest ethnicity was more diverse in the student 
sample, compared to the clinical groups, and education was more varied in the clinical
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sample compared to controls. However, the control and clinical sample were judged to be 
adequately similar in ethnicity and education for the purposes of the study.
With regard to age, the medians reported in Table 6 suggest the clinical sample were 
older than controls. To investigate whether age differences were significant a One-way 
Analyses of Variance (ANOVA) was conducted. Ages were Log 10 transformed because 
the data was skewed. There was a significant difference in log transformed age across 
groups, F (2, 67)= 12.958 p<0.001. Post hoc analysis revealed significant difference 
between the bulimia and control group, p<.001. No significant differences in log 
transformed age were found between the bulimia and MIB group, or the control and MIB 
group.
As age differed between groups the correlations between age and the impulsivity 
measures were examined to determine whether age could confound relationships between 
the control, bulimia and MIB groups. A Pearson’s Test indicated there were no 
significant correlations between log transformed age and Urgency, r(70)=.202, p=.215, 
log transformed age and Lack of Perseverance r(70)= -.080, p=.510, log transformed age 
and Lack of Premeditation r(72)= -.112, p=.348, log transformed age and Lack of 
Perseverance under Negative Affect, r(70)= -176, p=.145, or log transformed age and 
Sensation-seeking under Negative Affect, r(70)= -.09, p=.45. However, there was an 
effect of log transformed age on Sensation-Seeking, r(70)=-.281 p= 0.019, with 
Sensation-Seeking decreasing with age.
Comparisons in the study between control, bulimia and MIB groups on Sensation- 
Seeking were thus conducted for age matched samples (by selecting subjects over the age 
of 20, which eliminated age differences between controls and the clinical group). Ideally, 
an Analysis of Covariance (ANCOVA) would have been conducted in this case to partial 
out the effects of age. It was not possible to conduct this test due to differences in sample 
size and unequal variances between groups, which seriously violated assumptions of 
ANCOVA (Green & Salkind, 2002).
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Bulimic symptoms
Bulimic symptoms, as assessed by the total scores on the BULIT-R for each group are 
presented in Table 7. Bulimic symptom scores were skewed in distribution, so medians 
and interquartile ranges are reported.
N Median (interquartile range)
Controls 40 40.5 (36-53.5)
Bulimia 26 107.5 (81.5-121)
MIB 6 123.5 (95-135)
The BULIT-R median in the bulimia group was higher than the control group. BULIT-R 
medians were also higher in the MIB group compared to the bulimia group. A One Way 
Analyses of Variance (ANOVA) was used to analyse differences statistically. BULIT-R 
scores were LglO transformed because the data was skewed. As would be expected, there 
were significant difference in BULIT-R symptoms across control, bulimia and MIB 
groups, F(2,17.8)= 74.20, p<0.001. Post hoc pairwise comparisons found significant 
differences between the control and bulimia group, p<0.001 and the control and MIB 
group, p<0.001. There were no differences in bulimic symptoms between the bulimia and 
MIB group, p=.l 82.
Impulsive behaviour
The Clinical Sample
Investigations of impulsivity in the clinical sample were examined in relation to ‘current 
impulsivity’, impulsive behaviours that had been carried out in the past two months, and 
‘past impulsivity’, impulsive behaviours that had been carried out in the past.
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The descriptive statistics reported are based on the types of impulsive behaviours 
endorsed by participants on the Multi-impulsivity Scale (MIS) and additional items about 
past impulsivity. The percentage of participants reporting each type of impulsive 
behaviour are presented in Table 8. The three most common current forms of impulsive 
behaviour in addition to eating was self-harm (36%), followed by alcohol (29%), then 
fighting (19%). There were similar patterns for engaging in impulsive behaviour in the 
past, with the exception of overdose, which was more common in the past.
Table 8. Tvpes of impulsive behaviour in the clinical sample
Self-
harm
Alcohol Fighting Hitting Gambling Overdose Drug
taking
Sex Shoplifting Fire
setting
CURRENT 34% 28% 19% 13% 6% 6% 3% 3% 3% 3%
IMPULSIVE (n = Il) (n=9) (n=6) (n=4) (n=2) (n=2) (n= l) (n= l) (n= l) (n=l)
BEHAVIOUR
PAST 62% 47% 19% 25% 9% 28% 9% 19% 16% 6%
IMPULSIVE (n=20) (h=15) (n=6) (n=8) (n=3) (n=9) (n=3) (n=6) (n=5) (n=2)
BEHAVIOUR
Percentages of individuals who reported impulsive behaviour are presented in Table 9. 
Table 9. The proportion of the clinical sample that reported impulsive behaviour
N o impulsive behaviour One impulsive behaviour Two or more impulsive 
behaviours
CURRENT IMPULSIVE 38% (n = ll) 45% (n=12) 19% (n=6)
BEHAVIOUR
PAST IMPULSIVE 19% (n=6) 25% (n=8) 56% (n=18)
BEHAVIOUR
In terms of current impulsivity, just under half of the participants in the clinical sample 
reported they had not engaged in any additional impulsive behaviour, and about the same 
proportion reported they had engaged in one form of impulsive behaviour in addition to 
eating. Nineteen percent of the clinical sample endorsed two or more impulsive 
behaviours in addition to eating (forming the MIB group). With regard to past 
impulsivity, more than half of the sample had engaged in two or more impulsive 
behaviours in addition to binge eating in the past (forming the past MIB group).
Research Dossier: Major Research Project
222
The most common impulsive behaviours in the current MIB group were self-harm and 
alcohol. In addition, incidences of overdose, shoplifting, fire-setting, drug use and sex 
were only present in the MIB group. These results were similar for the past MIB group. 
In the current and past MIB groups the number of impulsive behaviours endorsed by 
participants ranged from two to eight.
The control sample
Five controls (12.5%) displayed three or more impulsive behaviours. These participants 
were considered extreme cases that were not representative of the control group as a 
whole, and were excluded from the control group in comparisons between controls and 
the clinical sample. It was considered beyond the scope of this investigation to analyse 
this data further.
PART 2; Investigation of hypotheses 
Examination of Hypothesis 1 and Hypothesis 2
Hypothesis 1: Individuals with bulimia will score higher on Urgency than controls.
Hypothesis 2: Individuals with MIB will score higher on Urgency than controls and 
individuals with bulimia.
Current impulsivitv '
The means for Urgency in control, bulimia and MIB groups are presented in Table 10.
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Table 10. Descriptive Statistics for Urgency in controls, bulimia and MIB group
N Mean Std.
Deviation
Std. Error Minimum Maximum
Control 35 63.24 11.63 1.97 39 92
Bulimia 26 80.58 16.03 3.21 41 105
MIB 6 96.33 6.68 2.73 88 105
Total 66 72.82 17.11 2.11 39 105
The mean for Urgency in the bulimia group was higher than that of the control group, and 
the mean for Urgency in the MIB group was higher than that of the control group and the 
bulimia group. A one-way analysis of variance (ANOVA) showed a statistical significant 
difference between groups, F(2,19)= 48.16, p<0.001. Post hoc pairwise comparisons 
found significant differences between the control and bulimia groups p<0.001, the MIB 
and control groups, p<0.001, and the bulimia and MIB groups, p=0.007. These results 
support Hypothesis 1 and Hypothesis 2.
It is notable that the bulimia group used in the comparison above included individuals 
who reported one additional impulsive behaviour, such as self-harm, but did not meet 
criteria for MIB. To examine whether differences in Urgency between controls and 
individuals with bulimia remained if only individuals with bulimia who did not display 
additional impulsive behaviour were included in comparisons, a t-test was conducted. 
Seven control participants displayed one or more impulsive behaviours, and were 
excluded from the analysis. Urgency in bulimics without impulsive behaviour (n=l I, M= 
80.85, SD= 17.89) was significantly higher (t = -3.745, df= 12.9 , p<0.05) than Urgency 
in controls (t= 19, M = 59.23, SD = 8.98).
Past impulsivitv
The means for Urgency in control, bulimia and past MIB groups are presented in Table 
II.
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N Mean Std.
Deviation
Std. Error Minimum Maximum
Control 28 62.12 11.11 2.10 39 87
Bulimia 14 76.64 13.82 3.69 51 104
MIB 18 90.19 11.45 2.70 68 105
Total 60 73.93 16.88 2.18 39 105
Urgency means were higher in the bulimia group compared to controls, and higher in the 
past MIB group compared to the bulimia group. A one-way analysis of variance 
(ANOVA) was conducted to analyse differences. Twelve controls displayed three or 
more impulsive behaviours in the past, and were excluded from the analysis. There were 
significant differences among the three groups, F(2,29.8)= 33.4, p<0.001. In post hoc 
pairwise comparisons significant differences were found between the control and bulimia 
groups, p=0.009, the bulimia and past MIB groups, p=0.023 and the control and past MIB 
groups, p<0.001. These results are consistent with comparisons that considered current 
multi-impulsivity above, and are supportive of hypothesis 1 and 2.
Examination of Hypothesis 3 and 4
Hypothesis 3: Individuals with bulimia will not significantly differ from controls on 
Sensation-Seeking, Lack of Premeditation and Lack of Perseverance.
Hypothesis 4: Individuals with MIB will score higher on Sensation-Seeking, Lack of 
Premeditation and Lack of Perseverance than individuals with bulimia and 
controls.
Current impulsivitv
Descriptive statistics for Lack of Perseverance, Lack of Premeditation and Sensation- 
seeking are presented in Table 12.
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Table 12. Mean Sensation-Seeking. Lack of Perseverance and Lack of Premeditation 
scores in control, bulimia and MIB groups.
N Mean Std. Deviation Std. Error Minimum Maximum
Lack o f Control 35 15.09 3.91 .661 9 24
perseverance
Bulimia 26 15.72 4.28 .855 9 23
MIB 6 20.33 3.67 1.50 9 25
Total 66 15.80 4.24 .52 9 25
Lack o f Control 35 18.08 4.08 .69 10 26
premeditation
Bulimia 26 18.68 4.86 .970 10 30
MIB 6 22.67 7.47 3.05 10 32
Total 66 18.72 4.84 .595 10 32
Sensation-seeking Control 18 30.17 6.72 1.58 20 42
Bulimia 22 28.73 10.07 2.15 12 46
MIB 6 30.33 11.54 4.71 18 48
Total 46 29.50 8.93 1.32 12 48
Lack of Perseverance means were slightly higher in the bulimia group than that of the 
control group, and higher in the MIB group compared to the bulimia group. Lack of 
Premeditation means were highest in the MIB group, and were similar for the bulimia 
and control groups. Sensation-seeking means were similar in the control and MIB groups, 
and slightly lower in the bulimia group. One way ANOVAs were used to compare means. 
Lack of Premeditation and Sensation-Seeking did not statistically differ across groups 
F(2, I2.7I)= 1.071 p=0.372, F(2, 13.05)= .148 p=.676. However, groups did differ on 
Lack of Perseverance F(2, 14.32)= 7.578, p=0.023. Post hoc tests revealed no differences 
between the control and bulimia group, p=0.828. There were significant differences 
between the control and MIB group, p=0.035, but no differences between the bulimia and 
MIB groups, p=0.062.
These results support Hypothesis 3, which predicted there would be no differences in 
Sensation-Seeking, Lack of Premeditation and Lack of Perseverance between control and 
bulimia groups. Hypothesis 4 was supported in terms of differences in Lack of 
Perseverance between the MIB and the control group. In addition, the Lack of 
Perseverance mean was higher in the MIB group compared to the bulimia group, but
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differences did not reach significance. Hypothesis 4 was not supported in terms of 
Sensation-seeking or Lack of Premeditation, as there were no differences on these 
measures between bulimia, MIB and control groups.
Past impulsivitv
Descriptive statistics for Sensation-seeking, Lack of Perseverance and Lack of 
Premeditation are presented in Table 13.
Table 13. Mean Sensation-Seeking. Lack of Perseverance and Lack of Premeditation in 
control, bulimia and past MIB groups.
N Mean Std. Deviation Std. Error Minimum Maximum
Lack o f Control 28 14.58 3.34 .63 9 20
perseverance
Bulimia 14 14.64 4.24 1.63 9 23
Past MIB 18 17.78 4.48 1.05 10 25
Total 60 15.55 4.12 .53 9 25
Lack o f Control 28 17.45 3.67 .69 10 22
premeditation
Bulimia 14 18.00 5.11 1.37 10 28
Past MIB 18 20.50 _ 5 .6 2 1.32 10 32
Total 60 18.50 4.78 .62 10 32
Sensation- Control 13 28.92 5.36 1.49 20 38
seeking
Bulimia 11 25.91 12.29 3.71 12 46
Past MIB 17 31.12 8.34 2.02 18 48
Total 41 29.02 8.88 1.39 12 48
Lack of Perseverance means were higher in the past MIB group compared to bulimia and 
control groups. Lack of Premeditation means were similar across groups, and were 
slightly higher in the past MIB group. Sensation-seeking means were similar in control 
and MIB groups, and slightly lower in the bulimia group.
One way ANOVAs were conducted to examine group differences. The results were 
similar to those for current impulsivity. There were no significant differences in 
Sensation-Seeking and Lack of Premeditation across the groups; F(2, 21.1) = 2.09, 
p=0.I49, F(2, 27.40)= 2.03, p=0.151. Groups differed on Lack of Perseverance; F(2,
Research Dossier: Major Research Project
227
27.66)= 4.731, p=0.043. Post hoc tests found significant differences between the control 
and past MIB groups, p=0.037. No significant differences between the bulimia and 
control groups, p=0.998, and the bulimia and past MIB groups, p=. 124.
Analyses of current multi-impulsivity and past impulsivity support Hypothesis 3. 
Hypothesis 4 was supported in terms of differences between past MIB and control groups 
on Lack of Perseverance. In addition, the Lack of Perseverance mean was higher in the 
past MIB group compared to the bulimia group, but differences did not reach 
significance. Hypothesis 4 was not supported in terms of Sensation-seeking or Lack of 
Premeditation as there were no differences on these measures between bulimia, MIB and 
control groups.
PART 3; Explora tory analysis: Differences between groups on Sensation-seeking 
under Negative Affect and Lack of Perseverance under Negative Affect
Current impulsivitv
Descriptive statistics for Lack of Perseverance under Negative affect and Sensation- 
Seeking under Negative affect are presented in Table 14.
Table 14. Mean Sensation-Seeking under Negative Affect and Lack of Perseverance 
under Negative Affect in control, bulimia and MIB groups.
N Mean Std. Deviation Std. Error Minimum Maximum
Sensation-seeking control 35 7.77 1.64 .278 4.00 12.00
under negative 
affect
bulimia 26 8.54 3.35 .657 4.00 16.00
MIB . 6 11.50 2.59 1.06 8.00 16.00
Total 66 8.40 , 2.69 .32 4.00 16.00
Lack o f control 35 10.89 2.21 .37 7.00 15.00
Perseverance 
under negative
bulimia 26 11.56 2.74 .55 6.00 15.00
affect MIB 6 14.50 1.52 .62 12.00 16.00
Total 66 11.47 2.56 .31 6.00 16.00
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Sensation-Seeking under Negative Affect means were similar for control and bulimia 
groups, and were higher in the MIB group compared to the control and bulimia groups. 
Lack of Perseverance under Negative Affect means were also similar between the control 
and bulimia groups, but were higher in the MIB group.
One way ANOVAs were conducted to examine group differences. Groups differed on 
Sensation-Seeking under Negative Affect, F(2, 12.77)= 5.79, p=0.016 and Lack of 
Perseverance under Negative Affect, F(2, 16.92)= 12.127, p=0.001. For Sensation- 
Seeking under Negative Affect, post hoc tests revealed differences between the control 
and MIB groups (p=0.035) and no differences between the control and bulimia groups 
(p=.536) or the bulimia and MIB groups (p=0.093). For Lack of Perseverance under 
Negative Affect, post hoc tests revealed differences between the control and MIB groups 
(p= 0.002) and the bulimia and MIB groups (p=0.008), but no differences between the 
control group and the bulimia group (p=.570).
Past impulsivitv
Descriptive statistics for Lack of Perseverance under Negative Affect and Lack of 
Premeditation under Negative Affect are presented in Table 15.
Table 15. Mean Sensation-Seeking under Negative Affect and Lack of Perseverance 
under Negative Affect in control bulimia and past MIB groups.
N Mean Std. Deviation Std. Error Minimum Maximum
Sensation-seeking 
under negative 
affect
Control 28 7.64 1.47 ..278 4.00 10.00
bulimia 14 7.71 3.02 .808 4.00 12.00
MIB 18 10.17 3.34 .789 4.00 16.00
Total 60 10.57 3.55 .355 4.00 16.00
Lack o f control 28 11.07 2.12 .40 8.00 15.00
perseverance 
under negative 
affect
bulimia 14 10.79 2.46 .66 . 6.00 15.00
MIB 18 13.06 2.65 .62 8.00 16.00
Total Total 60 11.60 2.52 .33 6.00 16.00
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The means for Sensation-Seeking under Negative Affect were similar in the control and 
bulimia groups, and slightly higher in the past .MIB group. The means for Lack of 
Perseverance under Negative affect were similar for control and bulimia groups, and 
slightly higher in the past MIB group.
One way ANOVAs were conducted to -examine group differences. The results were 
similar to those for current impulsivity. Groups differed on Sensation-Seeking under 
Negative Affect, F(2, 23.80)= 4.456, p=0.023 and Lack of Perseverance under Negative 
Affect, F(2, 29.62)= 4.176, p=0.025. For Sensation-Seeking under Negative Affect, post 
hoc tests revealed differences between the control and past MIB groups (p=0.017) but no 
differences between the control and bulimia groups (p=.996) or bulimia and past MIB 
groups (p=G.G93). For Lack of Perseverance under Negative Affect, post hoc tests 
revealed differences between the control and past MIB groups (p= G.G31), and the 
bulimia and past MIB groups (p=G.G46), but no differences between control and bulimia 
groups (p=.927).
STUDY 2 DISCUSSION
Findings
In the current study, as predicted, individuals with bulimia had higher Urgency scores 
compared to controls. This is consistent with the study of Fischer et al. (2GG3) that 
detected correlations between bulimic symptoms and Urgency in a non-clinical sample. 
In addition it was found that the relationship between Urgency and individuals with 
bulimia remained when individuals with additional impulsive behaviour were excluded 
from the bulimia group, which suggests that the association is not explained by the 
presence of additional impulsive activity. The link between binge eating and Urgency is 
consistent with Heatherton and Baumeister’s (1991) model of binge eating, which 
describes how bingeing behaviour ensues from attempts to escape from feelings of 
distress, by focusing on immediate relief and gratification in favour of long-term goals or 
consequences.
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The current study found no differences on Lack of Premeditation between the bulimia 
and control group, which is consistent with predictions, and with Fischer et al. (2003), 
who did not find a correlation between Lack of Premeditation and bulimic symptoms. 
The study also demonstrated that there were no differences on Sensation-Seeking and 
Lack of Perseverance between the bulimia and control groups, and individuals in the 
bulimia group were no more likely to lack perseverance under negative affect or 
sensation-seek under negative affect. This suggests that Lack of Premeditation does not 
typically underlie impulsive behaviour in bulimia, and Lack of Perseverance and 
Sensation-seeking are not implicated, even under conditions of negative affect.
In line with predictions, the current study also found higher Urgency scores in individuals 
with MIB compared to controls. Urgency in MIB has not been investigated previously, 
although a similar result was found in a study involving Urgency and Borderline 
Personality Disorder (Miller et al., 2002), which overlaps with MIB in terms of 
diagnostic criteria (Fichter et al., 1994). This finding is not surprising, in view of the 
association found between Urgency and bulimic symptoms. However, bulimic symptoms 
may not provide the sole explanation for increased Urgency scores. As highlighted in the 
introduction. Urgency may in fact reflect a common process underlying the multiple 
impulsive behaviours in MIB. In support of these ideas the most common impulsive 
behaviours in the MIB group were self-harm and alcohol use, which have been associated 
with ways of coping with aversive emotion, such as tension, anxiety and emotional pain 
(Smith et al., 1995).
In line with predictions Urgency was greater in the MIB group compared to the bulimia 
group. There are a number of possible interpretations for this finding. One explanation is 
that increased Urgency in this population is simply a refiection of the presence of more 
severe bulimic symptoms. However, the current study did not find significant differences 
between individuals with bulimia and MIB in terms of bulimic symptoms, and this is 
consistent with past findings which suggest multi-impulsivity is not associated with 
greater severity of eating disturbance itself, such as duration of illness and measures of
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eating disturbance (Fichter et al., 1994; Nagata et al, 2000). It is notable, however, that in 
the current study, medians of BULIT-R scores for the MIB group were slightly higher 
than in the bulimia group, and significant differences may have been detected in a larger 
sample size. Conducting an analysis of covariance (ANCOVA) would have been useful 
to partial out the effects of bulimic symptoms. It was not possible to conduct this test due 
to differences in sample size and unequal variances between groups, which seriously 
violated assumptions of ANCOVA (Green & Salkind, 2002).
An alternative explanation for elevated Urgency scores is that increased Urgency relates 
to the presence of multiple impulsive behaviours. There may be greater tendency for 
impulsivity under negative affect in individuals with MIB, leading to more impulsive 
behaviour. This propensity may stem from the greater incidence of depression and 
anxiety in this population (Fichter et al, 1994) and/or relate to the idea that the private 
experiences of individuals with MIB are more aversive (Hayes et al, 1996), given that 
experiencing frequent or intense negative mood states is associated with increased use of 
dysfunctional coping strategies (Westen, 1994).
Lack of Premeditation and Sensation-Seeking did not differ between individuals with 
bulimia, individuals with MIB or controls. These findings were inconsistent with the 
hypothesis and do not provide support for theories that propose individuals with MIB 
have a general failure to consider the risks and consequences of ones actions (Lacey,
1993), or that their impulsive behaviour stems from an underlying sensitivity to reward 
(Loxton et al., 2003).
Consistent with predictions however. Lack of Perseverance did statistically differ 
between individuals with MIB and controls, and Lack of Perseverance means in the MIB 
group were higher than in the bulimia group, although differences did not reach statistical 
significance. In addition. Lack of Perseverance under Negative Affect was found to be 
greater in individuals with MIB compared to both individuals with bulimia and controls. 
It is not possible to make firm assertions about Lack of Perseverance, bulimia and MIB, 
as differences were not significant. However, the trends in the data imply that individuals
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with MIB are more likely to lack perseverance, particularly under conditions of negative 
affect. This may relate to the idea that individuals with MIB find private experiences 
more aversive. Hayes et al (1986) note that private experiences encompass a range of 
phenomenon including thoughts, feelings and bodily sensations. For individuals with 
MIB, aversive private experiences may include perseverance, which can involve 
tolerating boredom and frustration, in order to achieve distal goals. These individuals 
may be particularly likely to find perseverance aversive as a result of exposure to severe 
psychosocial stressors, adverse childhood experiences and less schooling (Fichter et al,
1994), leading to more experiences of frustration and failure, and less confidence in their 
ability to successfully achieve their goals (Tice et ah, 2001, Bandura, 1977). In conditions 
of distress aversive feelings may become particularly intolerable leading to less 
perseverance, and an urgent pursuit of immediate relief.
Sensation-seeking under Negative Affect also differed significantly between individuals 
with MIB and controls, and means were higher in individuals with MIB compared to 
individuals with bulimia, although this difference was not statistically significant. 
Although it is not possible to make firm assertions from the results, the trends imply that 
although individuals with MIB do not have a greater general propensity for Sensation- 
seeking, they are more likely to engage in risky or exciting activities under negative 
affect compared to individuals with bulimia without additional impulsive behaviour and 
controls. It is possible Sensation-seeking under Negative Affect may be more prevalent in 
individuals with MIB because they experience more frequent or aversive emotions, and 
satisfying hedonistic desires is thought to operate upon emotions quickly and directly 
(Westen, 1994). Increased propensity for Sensation-seeking under Negative Affect may 
help explain why individuals with MIB engage in forms of impulsive behaviour that have 
been associated with sensation-seeking in the literature, such as substance use (Miller et 
al., 2002), gambling, and excessive sexual behaviour (Orford, 1985).
Finally, the trends found on the impulsivity measures in those with current MIB were 
shared by individuals who had engaged in multiple forms of impulsive behaviour in the 
past (individuals with past MIB), and, individuals with past MIB constituted more than
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half of the clinical sample. These findings suggest that particularly high propensities for 
Urgency, Lack of Perseverance, Lack of Perseverance under Negative Affect and 
Sensation-seeking under Negative Affect are not confined to the relatively few 
individuals who currently meet criteria for MIB, and may in fact be relevant to 
understanding and treating in substantial number of individuals in treatment for eating 
problems. Furthermore, the high proportion of individuals in the bulimia sample who had 
engaged in multiple impulsive behaviours in the past questions the extent to which 
bulimia and multi-impulsive bulimia are distinct clinical groups with differentiable 
characteristics. It may be that impulsivity in bulimia arid associated difficulties with 
tolerating and coping with negative emotion lie on a continuum. This issue is discussed 
further on p240.
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GENERAL DISCUSSION
The findings of this major research project suggest that Urgency is a concept involving 
impulsive behaviour under negative affect, which includes not thinking about the 
consequences of ones’ actions, difficulty tolerating urges and cravings, and feeling regret 
for impulsive actions afterwards, and that this concept may play a key role in impulsive 
behaviours of individuals with bulimia and MIB.
This common underlying pathway to impulsive behaviour may explain why co-morbidity 
of bulimia and disorders such as substance abuse and self-harm is high, why individuals 
with MIB show symptom substitution and why individuals engage in more than one 
form of impulsive behaviour (Johnson et al, 1990). The results imply that for individuals 
with MIB, impulsivity under negative affect is also associated with sensation-seeking and 
lack of perseverance in times of distress. This may contribute to understanding why they 
commit multiple impulsive acts. In addition, high Urgency scores and difficulties with 
perseverance may help explain why individuals with MIB tend to perform less well in 
therapy, and have a poorer prognosis (Fahy & Eisler, 1993).
The predominance of Urgency in bulimia and multi-impulsive bulimia: highlights the 
importance of targeting this underlying process in treatment, if clinicians are to achieve 
long-term gains. Traditional cognitive behavioural approaches point to the importance of 
modifying uncomfortable physical states and dysfunctional thoughts associated with the 
distress (Hayes et al., 1996), using techniques including relaxation exercises such as 
diaphragmatic breathing or progressive muscle relaxation to enable the client to cope 
better with physical tension (Lindsay & Powell, 1995), and helping the client identify and 
challenge negative thoughts to change the resulting emotion (Beck, Rush, Shaw et al, 
1979). Individuals may also benefit from interventions to promote problem-solving in 
distressing circumstances, and increase awareness of the consequences of impulsive 
actions in times of distress. For individuals with MIB it may be particularly important to 
ensure goals and sub-goals are realistic and achievable, in order to provide them with 
experiences of success, and more faith in the benefits of persevering.
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Teaching individuals with bulimia and MIB techniques to modify their experiences may 
be useful elements of treatment. However, some of these techniques may actually be 
counterproductive, in light of the underlying difficulties. Hayes et al. (1996) emphasise 
that cognitive and behavioural techniques have tended to target change rather than 
acceptance of private experiences. They propose that ‘instead of encouraging clients to 
use more clever ways to fight and win this war with their own thoughts, feelings and 
bodily sensations, the ubiquity of problems associated with experiential avoidance 
suggests that it might be safer to help clients step out of this war altogether’ pi 163. 
Learning to stay with and tolerate emotions is far more crucial (Hayes et al, 1996). 
Mindfulness therapy encapsulates this idea, teaching the individual to observe their 
emotions, and focus on the present and sensory aspects of the situation, rather than acting 
on them, blocking them or becoming overwhelmed. Through these experiences the 
individual learns to tolerate their private experiences, which enhances the likelihood their 
following actions will be thoughtful rather than impulsive (Young, Klosko & Weishaar, 
2003).
The growing recognition of the role of experiential avoidance in a range of disorders has 
led to the development of a number of therapies to address these issues, including 
Dialectical Behaviour Therapy (DBT; Linehan, 1993) and Acceptance and Commitment 
Therapy (ACT; Hayes, 1987). With regard to eating disorders specifically, Fairbum, 
Cooper and Shafran (2003) recommend the use of techniques to address ‘mood 
intolerance’ in their transdiagnostic cognitive behavioural treatment. Esplen and 
Garfinkel (1998) describe guided imagery techniques to help promote self-soothing in 
individuals with bulimia. Guided imagery exercises progress from early exercises that 
create an internal place for relaxation and allow individuals to practice using all the 
senses, to more challenging exercises which focus on imagery techniques that promote 
self-exploration and tolerating emotions. Recently, Telch, Agras and Linehan (2002) 
have adapted DBT to treat Binge Eating Disorder. They conducted a small preliminary 
pre-post design, which evaluated the effectiveness of DBT in a group setting. They found 
the number of binge episodes and days bingeing decreased significantly from pre to post 
treatment, and gains were maintained six months later. Further research is needed to
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develop these techniques for individuals with bulimia and evaluate their effectiveness in 
relation to more traditional therapies.
Limitations
There were a number of limitations in the current research. Firstly, in Study 1 a principal 
components analysis was used to analyse relationships between scale items. There are 
problems with this technique. It is a subjective process that is vulnerable to researcher 
bias. For example interpretation of the resulting factor structure is the responsibility of 
the researcher, and it is notable the factors derived from such analysis represent 
combinations of variables that correlate with each other, and do not necessarily reflect 
underlying processes (Tabachnick & Fidell, 1996).
Secondly, in Study 2 there were small sample sizes, particularly within the current MIB 
group, and unequal samples which reduced the power of the analysis and the reliability 
and validity of the findings. However, the fact that results were similar when 
comparisons were conducted with individuals who had engaged in multiple forms of 
impulsive behaviour in the past (which yielded a larger sample size) provided additional 
support for the findings.
Within the clinical sample, there were differences among participants. Participants in the 
clinical group were recruited from one specialist eating disorders service and the Eating 
Disorders Association. It is possible that there were differences in the severity or nature 
of eating disorder within and between these populations. For example, some participants 
in the EDA may not have received an eating disorder diagnosis. Furthermore, it is notable 
that 32% of participants in the clinical sample scored below the ‘cut-off on the BULIT- 
R, which can be used to indicate a diagnosis of bulimia (Thelen et al., 1991). This 
suggests some clinical participants’ eating difficulties may have been sub-clinical. In 
addition, individuals were included regardless of their stage of recovery or duration in 
treatment. However, it is notable that Miller et al. (2002) point out UPPS (Whiteside &
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Lynam, 2001) personality concepts are stable across time, and results should not be 
affected even if problems had ameliorated because of treatment.
These limitations reduce the specificity of the study. As many individuals with bulimic 
symptoms in the clinical sample may have had a sub-clinical eating disorder, or had a 
primary diagnosis of anorexia or EDNOS, the results may not be representative of 
individuals with a diagnosis of bulimia nervosa. The clinical sample included individuals 
recruited from an eating disorders service and the EDA, and the findings cannot be 
generalised to other eating disorder services. In addition, as the majority of participants 
were of White British origin the findings cannot be generalised to other ethnic 
populations, and they are not representative of males and under 18s, which were not 
included in the study.
Thirdly, there were limitations arising from the reliance of self-report measures in this 
study. It is notable that few participants endorsed ‘illegal’ impulsive activities such as 
illicit drug use and shoplifting. Social desirability biases may have operated, particularly 
given that eating disorders patients are known to have a bias towards social desirability 
and denial (Nagata et al., 2000). In the current study, just under half of the clinical sample 
reported engaging in additional impulsive behaviour. In fact, there may have been even 
more individuals with additional impulsive behaviour present, which highlights the 
prevalence of additional impulsive behaviour in this population. Assessment of multi- 
impulsive bulimia also relied upon a self-report measure. Evans et al (1998) note there 
are aspects of Lacey and Evan’s (1986) definition of multi-impulsive bulimia that are 
almost impossible to capture on a self-report questionnaire. To address this issue, the 
research could have utilised the Clinical Assessment of Multi-impulsivity (CAM) in 
addition to the MIS. This measure was developed by Evans et al (1998) to provide 
additional clinical detail about impulsivity and is rated by the clinician.
Researchers in the eating disorders field have also highlighted limitations with self-report 
questionnaires developed to assess eating disorders and associated symptomatology 
including the BULIT-R, (Thelen & Farmer, 1991) which was used to detect bulimic
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symptoms in Study 2. For example, Ghaderi and Scott (2002) point out that these 
measures use ‘difficult’ and ‘undefined’ key terms such as binge eating p62. In addition, 
it is notable that in the BULIT-R, some questions require individuals to make difficult 
and subjective estimations about their behaviour in relation to others: for example item 
17 ‘My eating patterns are different from the eating patterns of most people’ ... always, 
almost always, frequently, sometimes, seldom or never’ and item 33, ‘Compared to most 
people of my sex, my ability to always feel in control of how much I eat is... about the 
same or greater, a little less, less, much less, a great deal less’. Ghaderi & Scott (2002) 
note that problems such as these limit the reliability and validity of scales such as the 
BULIT-R, and assert that the Survey for Eating Disorders (SEDS), a newer self-report 
scale is a more useful, reliable and valid measure of eating disorder symptomatology.
The impulsivity scales used in Study 2 were based upon the UPPS (Whiteside & Lynam, 
2001), but also included new items that were created by the investigator. Reliability for 
these scales were adequate to good in the current study, but reliability and validity would 
need to be more rigorously established if the scales were to be used in future research.
A final limitation was the study’s cross-sectional nature. The results cannot offer 
evidence of a direct causal link between personality pathways and impulsive behaviour in 
bulimia and MIB. Miller et al. (2002) highlight that evidence of the early beginnings of 
temperament and the stability of personality suggest ‘one may be somewhat confident 
that it is unlikely that the impulsive behaviours created the personality configurations and 
it is more likely the personality pathways led directly or indirectly to impulsive 
behaviours’ pl417. Furthermore, the fact that trends found in individuals with current 
MIB mirrored those found in individuals who reported multi-impulsive behaviours in the 
past could provide support for the presence of stable underlying propensities, which are 
evident whether or not the individual is currently multi-impulsive.
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Future research
Future research could address the limitations in the current study. The research could be 
replicated with a larger sample size, and including in the clinical sample only those 
diagnosed with bulimia. The CAM could be used with the MIS to increase the reliability 
of the MIB sample. The study could be repeated in populations with greater ethnic 
diversity. Although the current findings are compatible with past theories about escape 
from negative affect, including Heatherton and Baumeister (1992), Muraven and 
Baumeister (2000), and Hayes et al. (1996), associations between Urgency, bulimia and 
MIB do not in themselves provide evidence for the underlying theory. More research is 
needed to test theories and clarify the processes involved. It would be interesting to 
examine explanations for increased Urgency scores in MIB. For example, the Beck 
Depression Inventory (BDI-II; Beck, Steer & Brown, 1996) could be administered to 
examine whether levels of depression correlate with Urgency, and a questionnaire could 
be developed to determine whether individuals with MIB find private experiences more 
aversive. Fairburn et al. (2003) state that at present ‘it is not clear whether these patients 
actually experience usually intense mood states or whether they are especially sensitive to 
them... often both appear to be the case’ p517.
In addition, Tice et al. (2001) ask whether the process of escaping from negative affect 
and engaging in impulsive behaviour involves ‘impairment’, or whether it is a more 
conscious phenomenon. ‘Impairment’ theories include the idea that high arousal impairs 
individuals’ ability to think about the consequences of their actions and their capacity for 
self-control (Leith & Baumeister, 1996; cited in Tice et al, 2000). ‘Impairment’ may also 
arise from the idea that under certain conditions, emotional distress makes people cease 
to care about pursuing positive long-term goals, or rebel against socially appropriate 
forms of behaviour (Tice et al, 2001). Conversely, Tice et al (2001) believe that the 
process is conscious and strategic; they assert ‘people actually give priority to affect 
regulation over other forms of self-regulation’ and that ‘distress makes the quest for 
pleasure take precedence over impulse control’ p59. In support of this view, Fischer et
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al, (2004) found peoples’ expectations that eating would alleviate negative affect was 
strongly related to binge-eating in individuals with high Urgency scores.
Qualitative investigations of the accounts of individuals with bulimia and multi-impulsive 
bulimia about their engagement in impulsive behaviour would provide valuable first hand 
information about their experiences and help shed light upon these processes. 
Longitudinal studies would also be useful to examine causal relationships between 
impulsivity pathways and later impulsive behaviour and symptomatology (Miller et al., 
2002).
Previous discussions about bulimia have focused on binge-eating. Examining impulsivity 
pathways in purging behaviour would also be a pertinent area of investigation. The 
literature suggests purging may in part provide similar affect regulatory functions to 
binge eating (Heatherton & Baumeister, 1991; Esplen & Garkfinkel, 1998) and Fischer et 
al. (2004) have recently found urgency explains variance in vomiting behaviour beyond 
that explained by binge eating. It would be interesting to compare Urgency in individuals 
with bulimia with and without purging behaviour, or between individuals with bulimia 
and binge-eating disorder.
In the current study, individuals with bulimic symptoms were divided into bulimia and 
MIB groups depending upon whether or not they reported two or more impulsive 
behaviours in addition to eating, or had done in the past. However, it is notable that many 
individuals with bulimia reported engaging in one additional impulsive behaviour, and 
the number of impulsive behaviours reported in the MIB group ranged from three to 
seven. Furthermore, 58% of the clinical sample reported engaging in multiple impulsive 
acts in the past, and similar trends on impulsivity measures were found among these 
individuals and those with current MIB. Thus, as mentioned earlier, separating bulimic 
individuals into bulimia and MIB groups may be artificial and impulsive behaviour in 
bulimia may in fact lie on a continuum. For example. Urgency may vary according to 
elements such as level of depression, or preference for experiential avoidance, rather than 
between ‘categories’ of bulimia and MIB, and as highlighted earlier, it would be
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important to examine these relationships. Future research could also investigate whether 
Urgency increases with the number of impulsive behaviours displayed, and whether 
particular impulsive behaviours reflect higher levels of Urgency than others.
Finally, in the MIB sample the most common behaviours were self-harm and alcohol use, 
which have been associated with ways to cope with distress in the literature. It would be 
interesting to examine impulsivity in a sample of individuals with MIB displaying a 
greater range of impulsive behaviour, and more frequent incidence of shoplifting, 
gambling or drug taking to see if Urgency, or other psychological processes such as 
Sensation-Seeking or Lack of Premeditation are relevant. Future research could also 
examine impulsivity in non-eating disordered populations that display multiple impulsive 
behaviour, to examine whether Urgency continues to have an important role or whether 
other psychological processes are involved.
Conclusion
In conclusion, the research has contributed to the evidence-base in the previous literature 
and growing awareness in the eating disorder field that has pointed to the potent influence 
of distress in engaging in impulsive actions, including binge-eating. Urgency appears to 
be a key pathway underlying the impulsive behaviour in females with bulimic symptoms, 
and those with bulimic symptoms who engage in multiple forms of additional impulsive 
behaviour. This concept involves displaying impulsive behaviour under negative affect, 
which includes difficulty tolerating urges and cravings, not thinking about the 
consequences of ones’ actions, and feeling regret for those actions afterwards, and is 
consistent with models that suggest impulsive behaviour is often about escaping from 
distress and pursuing immediate relief and gratification in favour of consequences or 
distal goals (Heatherton & Baumeister, 1991; Muraven & Baumeister, 2000; Hayes et al, 
1996). Multi-impulsive individuals with bulimic symptoms also appear to have a greater 
propensity for impulsive behaviour under negative affect, and are more likely to lack 
perseverance and seek risky and exciting activities in times of distress. They also appear 
to have more general difficulties with perseverance. Research is required to clarify the
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nature of underlying processes, and develop treatments to help individuals with bulimia 
tolerate and manage distress, such as DBT. It seems that targeting underlying difficulties 
with emotion and/or private experiences is essential if clinicians are to address the core 
processes involved in impulsive behaviour and achieve long-term gains.
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APPENDIX A
Diagnostic criteria for bulimia nervosa
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DSM-IV Criteria for Bulimia Nervosa
A. Recurrent episodes of binge eating. An episode of binge eating is 
characterized by both of the following:(1) Eating, in a discrete 
period of time (eg, within any 2 -hour period), an amount of food 
that is definitely larger than most people would eat during a similar 
period of time and under similar circumstances.(2) A sense of lack 
of control over eating during the episode (eg, a feeling that one 
cannot stop eating or control what or how much one is eating).
B. Recurrent inappropriate compensatory behavior In order to prevent 
weight gain, such as self-induced vomiting; misuse of laxatives, 
diuretics, enemas or other medications; fasting or excessive 
exercise.
C. The binge dating and ihappropriate compensatory behaviors both 
occur, on average, at least twice a week for 3 months.
r  D. Self-evaluation is unduly influenced by body shape and weight.
E. The disturbance does hot occur exclusively during episodes of 
anorexia nervosa.
Specify type:
; • Purging type: During the current episode of bulimia nervosa, the 
person has regularly engaged in self-induced vomiting or the 
misuse of laxatives, diuretics or enemas.
• Nonpurging type: During the current episode of bulimia nervosa, 
the person has used inappropriate compensatory behaviors, such 
as fasting or excessive exercise, but has not regularly engaged in 
self-induced vomiting or the misuse of laxatives, diuretics or 
enemas.
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Diagnostic criteria for multi-impulsive bulimia
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Diagnostic criteria for multi-impulsive bulimia (Lacey & Evans, 1986)
1. Bulimia is associated with one or more of the following:
Gross alcohol abuse
‘street drug’ abuse 
‘multiple overdoses 
repeated self-damage 
sexual disinhibition 
shoplifting
2. Each behaviour is associated with a similar sense of being out of control.
3. Each of these patterns of behaviour may fluctuate, and they are interchangeable 
and impulsive
4. The patient’s affects are of depression and intense anger which are declared when 
the behaviours are controlled.
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APPENDIX C
Demographics form
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CONTROL GROUP DEMOGRAPHICS FORM
Please fill out the information below, and the three questionnaires on the following pages. The first 
questionnaire, the BULIT-R comprises questions about eating attitudes and behaviours. The second two 
questionnaires, the UPPS questionnaire and the MIS questionnaire, are about impulsivity.
L Age: ..............
2. Please indicate the ethnic group to which you feel you belong:
White
British
Irish
□
CZ]
I I Any other White background
Black or British Black
Caribbean
Afi’ican
□
CJ
I I Any other Black background
Mixed
I I White and Black Caribbean
I I White and Black Afi'ican
I I White and Asian
I I Any other mixed background
Asian or Asian British
I----- 1 Indian
I I Pakistani
1 1 Bangladeshi
I I Any other Asian background
Other Ethnic Groups 
I I Chinese
I I Any other ethnic group
□ Not stated
3. First language ............................
If not English for how many years have you been reading and writing in English?
4. What is your highest educational qualification?
(tick the appropriate answer)
None ___
GCSE(s)/0-level(s)/CSE(s) ___
A-level(s)/AS-level(s) ___
Diploma (HND, SRN, etc.) ___
Degree ___
Postgraduate degree/diploma ___
5. Do you think you have an eating disorder? Yes / No
If yes please specify ...........................
6. Have you ever been diagnosed with an eating disorder? Yes / No 
If yes please specify ...........................
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CLIENT GROUP DEMOGRAPHICS FORM
Please fill out the information below, and the three questionnaires on the following pages. The first 
questionnaire, the BULIT-R comprises questions about eating attitudes and behaviours. The second two 
questionnaires, the UPPS questionnaire and the MIS questionnaire, are about impulsivity.
L Age: ...................
2. Please indicate the ethnic group to which you feel you belong:
White
I----- 1 British
I----- 1 Irish
I ~| Any other White background
Mixed
I I White and Black Caribbean
1 I White and Black African
I I White and Asian
[ I Any other mixed background
Asian or Asian British
I----- 1 Indian
I I Pakistani
1 I Bangladeshi
1 I Any other Asian background
Black or British Black
I----- 1 Caribbean
I----- 1 AfHcan
I I Any other Black background
Other Ethnic Groups 
r— I Chinese 
I I Any other ethnic group
Not stated
3. First language ............................
If not English for how many years have you been reading and writing in English?
4. What is your highest educational qualification?
(tick the appropriate answer)
None________________________ ___
GCSE(s)/0-level(s)/CSE(s)______ ___
A-level(s)/AS-level(s)__________ ___
Diploma (HND, SRN, etc.)______ ___
Degree__________________________
Postgraduate degree/diploma ___
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APPENDIX D
Impulsivity Questionnaire
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The purpose of this questionnaire is for you to describe the kind of person you are. On 
the following pages there are a number of statements that describe ways in which people 
act and think. For each statement, please indicate how much you agree or disagree .with 
that statement by circling one of the four options.
1 I have a reserved and cautious attitude towards life
strongly agree agree somewhat disagree somewhat disagree strongly
2. When I’m upset I like to engage in risky or exciting activities
strongly agree agree somewhat disagree somewhat disagree strongly
3. I have trouble controlling my impulses
strongly agree agree somewhat disagree somewhat disagree strongly
4. I generally seek new and exciting experiences and sensations
strongly agree agree somewhat disagree somewhat disagree strongly
5. I generally like to see things through to the end
strongly agree agree somewhat disagree somewhat disagree strongly
6. When I’m upset I have trouble controlling my impulses
strongly agree agree somewhat disagree somewhat disagree strongly
7. Generally I take risks for the ‘buzz’
strongly agree agree somewhat disagree somewhat disagree strongly
8. When I’m upset I do things without thinking of the consequences of my actions 
strongly agree agree somewhat disagree somewhat disagree strongly
9. When I act impulsively I later regret my actions
strongly agree agree somewhat disagree somewhat disagree strongly
10. My thinking is usually careful and purposeful
strongly agree agree somewhat disagree somewhat disagree strongly
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11. When I feel bad, I welcome new and exciting experiences
strongly agree agree somewhat disagree somewhat disagree strongly
12.1 have trouble resisting my cravings (for food, cigarettes etc)
strongly agree agree somewhat disagree somewhat disagree strongly
13. ITl try anything once
strongly agree agree somewhat disagree somewhat disagree strongly
14.1 tend to give up easily
strongly agree agree somewhat disagree somewhat disagree strongly
15. When I feel bad its hard for me to resist acting on my feelings
strongly agree agree somewhat disagree somewhat disagree strongly
16. I generally enjoy the sensation of engaging in risky or exciting activities 
strongly agree agree somewhat disagree somewhat disagree strongly
17. When I’m angry or frustrated I don’t think about the impact of my actions 
strongly agree agree somewhat disagree somewhat disagree strongly
18. When I act impulsively I do things I later know I shouldn’t have done 
strongly agree agree somewhat disagree somewhat disagree strongly
19.1 am not one of those people who blurt out things without thinking 
strongly agree agree somewhat disagree somewhat disagree strongly
20 When I’m feeling emotional, I find risky or exciting activities hard to resist 
strongly agree agree somewhat disagree somewhat disagree strongly
21.1 often get involved in things I later wish I could get out of
strongly agree agree somewhat disagree somewhat disagree strongly
22.1 like sports and games in which you have to choose your next move very quickly
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strongly agree agree somewhat disagree somewhat disagree strongly
23. Unfinished tasks really bother me
strongly agree agree somewhat disagree somewhat disagree strongly
24. When I’m angry or frustrated I act impulsively
strongly agree agree somewhat disagree somewhat disagree strongly
25. As a person, I often engage in risky or exciting activities for the sake of them 
strongly agree agree somewhat disagree somewhat disagree strongly
26. When I’m emotional I focus on what I’m doing now and not on the potential 
impact this might have in the future
strongly agree agree somewhat disagree somewhat disagree strongly
27.1 like to stop and think things over before I do them
strongly agree agree somewhat disagree somewhat disagree strongly
28. When I’m anxious I crave activities that will give me a buzz
strongly agree agree somewhat disagree somewhat disagree strongly
29. When I feel bad I can’t seem to stop what I’m doing even though its making me 
feel worse
strongly agree agree somewhat disagree somewhat disagree strongly
30.1 would enjoy water-skiing
strongly agree agree somewhat disagree somewhat disagree strongly
31. Once I get going on something I hate to stop
strongly agree agree somewhat disagree somewhat disagree strongly
32. When I’m emotional I carry out my impulsive urges
strongly agree agree somewhat disagree somewhat disagree strongly
33. I generally seek out exciting and risky experiences for the feelings I’ll get
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strongly agree agree somewhat disagree somewhat disagree strongly
34. When I feel anxious I do things on the spur of the moment without thinking about 
the outcome
strongly agree agree somewhat disagree somewhat disagree strongly
35.1 don’t like to start a project until I know exactly how to proceed
strongly agree agree somewhat disagree somewhat disagree strongly
36. When I feel angry or frustrated, I seek out activities that give me a rush 
strongly agree agree somewhat disagree somewhat disagree strongly
37. When I feel bad I can’t seem to stop what I’m doing even though its making me 
feel better now
strongly agree agree somewhat disagree somewhat disagree strongly
38.1 quite enjoy taking risks
strongly agree agree somewhat disagree somewhat disagree strongly
39.1 concentrate easily
strongly agree agree somewhat disagree somewhat disagree strongly
40. When I’m anxious I act in the heat of the moment
strongly agree agree somewhat disagree somewhat disagree strongly
41 .1 tend to find risky or exciting activities hard to resist
strongly agree agree somewhat disagree somewhat disagree strongly
42. When I feel bad I act without thinking of the outcome of my actions
strongly agree agree somewhat disagree somewhat disagree strongly
43.1 tend to value and follow à rational sensible approach to things
strongly agree agree somewhat disagree somewhat disagree strongly
44. When I’m upset I tend to give up quickly
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strongly agree agree somewhat disagree somewhat disagree strongly
45. When I’m upset I often act without thinking
strongly agree agree somewhat disagree somewhat disagree strongly
46 .1 would enjoy parachute jumping
strongly agree agree somewhat disagree somewhat disagree strongly
47 .1 finish what I start
strongly agree agree somewhat disagree somewhat disagree strongly
48. When I act in the heat of the moment, I do things I later regret
strongly agree agree somewhat disagree somewhat disagree strongly
49 .1 usually make up my mind through careful reasoning
strongly agree agree somewhat disagree somewhat disagree strongly
50. When I feel bad I find it hard to concentrate
strongly agree agree somewhat disagree somewhat disagree strongly
51. When I feel rejected I will often say things I later regret
strongly agree agree somewhat disagree somewhat disagree strongly
52.1 welcome new and exciting experiences and sensations, even if they are a little 
frightening and unconventional
strongly agree agree somewhat disagree somewhat disagree strongly
53. I’m pretty good about pacing myself so as to get things done on time 
strongly agree agree somewhat disagree somewhat disagree strongly
54. When I act on impulsive urges I later often wish I hadn’t
strongly agree agree somewhat disagree somewhat disagree strongly
55.1 am a cautious person
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strongly agree agree somewhat disagree somewhat disagree strongly
56. When I’m feeling emotional I tend to leave tasks unfinished
strongly agree agree somewhat disagree somewhat disagree strongly
57. Its hard for me to resist acting on my feelings
strongly agree agree somewhat disagree somewhat disagree strongly
58.1 would like to learn to fly an airplane
strongly agree agree somewhat disagree somewhat disagree strongly
59.1 am a productive person who always gets the job done
strongly agree agree somewhat disagree somewhat disagree strongly
60.1 tend to regret acting impulsively
strongly agree agree somewhat disagree somewhat disagree strongly
61. Before I get into a new situation I like to find out what to expect from it 
strongly agree agree somewhat disagree somewhat disagree strongly
62. When I’m anxious I tend to ignore little jobs that need to be done
strongly agree agree somewhat disagree somewhat disagree strongly
63.1 often make matters worse because I act without thinking when I am upset 
strongly agree agree somewhat disagree somewhat disagree strongly
64.1 sometimes like doing things that are a bit frightening
strongly agree agree somewhat disagree somewhat disagree strongly
65. Once I start a project I always finish it
strongly agree agree somewhat disagree somewhat disagree strongly
66.1 usually think carefully before doing anything
strongly agree agree so m ^ h a t disagree somewhat disagree strongly
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67. When I’m angry or frustrated I’m very unproductive
strongly agree agree somewhat disagree somewhat disagree strongly
68. In the heat of the argument I will often do things that I later regret 
strongly agree agree somewhat disagree somewhat disagree strongly
69.1 would enjoy the sensation of skiing very fast down a high mountain slope 
strongly agree agree somewhat disagree somewhat disagree strongly
70. There are so many little jobs that need to be done that I sometimes just ignore 
them all
strongly agree agree somewhat disagree somewhat disagree strongly
71. Before making up my mind I consider all the advantages and disadvantages 
strongly agree agree somewhat disagree somewhat disagree strongly
72.1 am always able to keep my feelings under control
strongly agree agree somewhat disagree somewhat disagree strongly
73.1 would enjoy scuba-diving
strongly agree agree somewhat disagree somewhat disagree strotogly
74. Sometimes I do things on impulse I later regret
strongly agree agree somewhat disagree somewhat disagree strongly
75.1 would enjoy fast driving
strongly agree agree somewhat disagree somewhat disagree strongly
Now please turn over and complete the final questionnaire
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APPENDIX E
Ethical approval letters:
1. Local Research Ethics approval letters for carrying out the study with 
participants from the Eating Disorders Service
2. Research and Development (R&D) approval from the local trust.
2. Approval from the Multi-Centre Research Ethics Committee approval 
for carrying out the study with members of the Eating Disorders 
Association.
3. University Ethics approval for the study
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1Local Research Ethicî imittee
Tel: ■ • 
Direct I ina/F;
E mail;. '
Our Ref:.
19 May 2004
Ms Emily Howard
Clinical Psychologist
Eating Disorders Service
University of Surrey
Guildford
Surrey
GU2 7XH
Dear Ms Howard
Impulsivity and bulimia and multi-impulsive bulimia; the role of urgency and premeditation
Thank you for your letter dated 3 May 2004 in which you provided further information on the 
above research and enclosed amended documents in response to the Committee’s request.
These have been considered on behalf of the Committee by the Chaiiman and, as a result, I am 
pleased to be able to confirm that a favourable ethical opinion has been given for the above research 
on the basis described in thé application form and supporting documentation. The favourable 
opinion applies to you as the lead investigator to conduct the research at the Eating Disorders Unit 
a t"  ■
Conditions of approval
The favourable opinion is given provided that you comply with the following conditions:
i) No changes should be made to the documents listed below or the procedures set out 
in them without prior written approval of the Committee.
ii) The project must be started within one year o f the date on which the Committee 
approved the study.
iii) The Committee should be provided with a copy of the report on the outcome of the 
study.
iv) The study may not commence until final management approval has been confirmed 
by the organisation hosting the research.
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The final list of documents reviewed and approved by the Committee is as follows:
i) The ' LREC application form which you signed on 19 March 2004
ii) The BULIT-R questionnaire
iii) The MIS (adapted) questionnaire
iv) The UPPS questionnaire
v) The initial invitation forms enclosed with your letter to the Committee dated 3 May 
2004
vi) The control group information sheet (version 2)
vii) The client group information sheet (version 2)
viii) The consent form
Yours sincerely
Cb-orainator
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Tel: '
'direct Li ne/re.-.
E mail:.
Our Ref:
20 August 2004
Ms Emily Howard
Trainee Clinical Psychologist
Clinical Psychology Department
University of Surrey
Guildford
GU2 7XH
Dear Emily
Thank you for your letter dated 11 August 2004 in  which you set out the additions you wish to 
make to the UPPS questionnaire.
The amendment was considered by a Sub-Committee of the Ethics Committee at a meeting held on 
19 August 2004. The members of the Committee present gave a favourable ethical opinion of the 
amendment on the basis of the information set out in your letter.
Yours sincerely
Co-ordinator
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NHS Trust
Dm/howard e r&d 
Emily Howard
Trainee Clinical Psychologist
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Tel:
Fax:
Email:
04 June 2005
•••
Dear Emily
Re: Impulsivity in bulimia and multi-impulsive bulimia 
Researchers: E Howard and Dr Martin Carroll Clinical Psychologist
Thank you for sending me a copy of the Research Protocol and related documents.
On behalf of the trust, I write to confirm that the Trust is supportive of the study subject to 
approval from the Ethics Committee.
I understand that you will be supervised by your tutors, and by Martin Carroll, Clinical 
Psychologist of the Trust.
Please keep the Trust informed of your progress.
# # # # # # #
Yours sincerely
C oun ty
Council
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Chairman, Administrator/
VVIITN U ISO*.) T e le p h o n e  e n q u ir ie s  to: Fa.\ No.
Miss Emily Howard 
Trainee Clinical Psychologist 
University of Surrey
25“’ January 2005
Dear Miss Howard,
MREC C " , . PLEASE QUOTE THIS IN ALL CORRESPONDENCE
Study title : Impulsivity in bulimia and multMmpulsive bulimia
The MREC for reviewed the above application at the meeting held on 13“’ January 2005. 
Thank you for attending to discuss the study.
The members of the Committee present gave a favourable ethical opinion to the above research on 
the basis described in the aoplication form, protocol and supporting documentation.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions set out in the attached 
document. You are advised to study the conditions carefully.
The documents reviewed and approved at the meeting were:
Cover letter dated 10*“ December 2004 
Applicant’s  checklist Version 2.1 dated 9*“ August 2004  
NHS REC Application form, Parts A&B, Version 3.0 dated 10*“ December 2004  
Research protocol, Version 1.0 dated 9*“ November 2004  
Research participant information sheet (PIS), Version 2 dated 1^ December 2004 
Research participant consent form. Version 1 dated 1®* December 2004 
Letters of invitation to participants. Version 1 dated 17*“ December 2004 
Validated questionnaire
Non-validated questionnaire. Version 1 dated f*  December 2004  
Statement of indemnity arrangements, dated September 2004  
Summary C.V. for supervisor, dated 1^ December 2004 
Demographics Form, Version 1 dated 1®* December 2004 .
You should obtain final management approval from your host organisation before commencina this 
research. 279
You should arrange for all relevant host organisations to be notified that the research will be taking 
place, and provide a copy of the REC application, the protocol and this letter.
All researchers and research collaborators who will be participating in the research must obtain 
management approval from the relevant host organisation before commencing any research 
procedures. Where a substantive contract is not held with the host organisation, it may be necessary 
for an honorary contract to be issued before approval for the research can be given.
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the attached 
sheet.
We shall notify the research sponsor that the study has a favourable ethical opinion.
The Committee is constituted in accordance with the Governance Arrangements for Research Ethics 
Committees (July 2001 ) and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK.
REC reference number:..________ i________Please quote this number on all correspondence
Yours sincerely,
Chairman 
MREC for Wales
MREC FOR . A ttendance List for the  MREC for
< Chairman
Vice Chairman
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UniS
Ethics Committee
02 June 2005
Ms Emily Howard 
*
GUILDFORD
Surrey
Dear Ms Howard
Impulsivity in bulimia and multi-impulsive bulimia; the role of urgency and 
premeditation fEC/2004/65/Psvch) - FAST TRACK Amendment
Thank you for forwarding the MREC/COREC letter as requested by the University Ethics 
Committee in the approval letter dated 25 January 2005. I can now confirm that the 
condition has been fulfilled and the approval is therefore, given unconditionally.
Yours sincerely
7
Choi Tsang (Miss) 
Administrative Officer 
Registry
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APPENDIX F
The BULIT-R questionnaire
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■The BULIT-R
Answer ea ch  q u e s t i o n  by f i l l i n g  i n  th e  a p p r o p r ia t e  c i r c l e  on th e
an sw er s h e e t .  P l e a s e  re sp o n d  t o  ea ch  i te m  as h o n e s t l y  as  p o s s i b l e ;  remember
a l l  o f  th e  in f o r m a t io n  you p r o v id e  w i l l  be k ep t  s t r i c t l y  c o n f i d e n t i a l .
1 .  I am s a t i s f i e d  w i th  m y .e a t i n g  p a t t e r n s .
1 . a g r e e
2 . n e u t r a l
3 . d i s a g r e e a l i t t l e
4 . d i s a g r e e
5 . d i s a g r e e s t r o n g l y
2 .  Would y o u  p r e s e n t l y  c a l l  y o u r s e l f  a "b inge e a t e r " ? .
1 .  y e s , a b s o l u t e l y
2 .  y e s
3 .  y e s ,  p r o b a b ly
4 .  y e s ,  p o s s i b l y
5 .  n o ,  p r o b a b ly  n o t
3 .  Do y o u  f e e l  you  have  c o n t r o l  o v e r  th e  amount o f  fo o d  y o u  consume?
1 .  m o st  or  a l l  o f  th e  t im e
2 .  a  l o t  o f  th e  t im e
3 .  o c c a s i o n a l l y
4 .  r a r e l y
5 .  n e v e r  • 
4 . 1  am s a t i s f i e d  w i t h  t h e  sh a p e  and s i z e  o f  my b od y .
1 .  f r e q u e n t l y  o r  a lw a y s
2 .  som etim es
3 .  o c c a s i o n a l l y
4 .  r a r e l y
5 .  se ld o m  or  n e v e r
5 .  When I  f e e l  t h a t  my e a t i n g  b e h a v io r  i s  o u t  o f  c o n t r o l ,  I  t r y  to  ta k e  
r a t h e r  ex trem e  m easures  t o  g e t  b a ck  on  c o u r s e  ( s t r i c t  d i e t i n g ,  f a s t i n g ,  
l a x a t i v e s ,  d i u r e t i c s ,  s e l f - i n d u c e d  v o m i t i n g ,  or v i g o r o u s  e x e r c i s e ) .
1 .  a lw a y s
2 .  a lm o s t  a lw a y s
3 .  f r e q u e n t l y  .
4 .  som etim es  ,
5 .  n e v e r  or  my e a t i n g  b e h a v io r  i s  n e v e r  o u t  o f  c o n t r o l
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6. T  u s e  l a x a t i v e s  or s u p p o s i t o r i e s  to  h e lp  c o n t r o l  my -w e ig h t .
1. on ce  a day o r  more
2. 3 -6  t im e s  a week
3. once or  t w ic e  a week
4 .  2 -3  t im e s  a month
5. on ce  a month o r  l e s s  (o r  n e v e r )
7 .  I am o b s e s s e d  a b o u t  th e  s i z e  and shape o f  my body .
1. a lw ays
2 . a lm o s t  a lw a y s
3. f r e q u e n t l y
4 .  so m etim es
5 .  se ld om  o r  n e v e r
8 .  T here a re  t im e s  when I  r a p i d l y  e a t  a v e r y  l a r g e  amount o f  f o o d .
1 .  more th a n  t w i c e  a  week
2 . t w i c e  a week
3 . on ce  a week
4 .  2 - 3  t im e s  a month
5 . on ce  a month o r  l e s s  ( o r  n e v e r )
9 .  How lo n g  h a v e  you  b e e n  b in g e  e a t i n g  ( e a t i n g  u n c o n t r o l l a b l y  to  t h e  p o i n t  o f  
s t u f f i n g  y o u r s e l f ) ?
1 .  n o t  a p p l i c a b l e  ; I  d o n ' t  b in g e  e a t
2 .  l e s s  th a n  3 m onths
3 .  3 months - 1 y e a r
4 .  1 - 3  y e a r s
5 .  3 o r  more y e a r s
1 0 .  M ost p e o p le  I  know w ou ld  b e  amazed i f  th e y  knew how much fo o d  I  ca n  
consume a t  one s i t t i n g .
1 .  w i t h o u t  a d oub t
2 .  v e r y  p r o b a b ly
3 .  p r o b a b ly
4 .  p o s s i b l y
5 .  no
1 1 .  I  e x e r c i s e  i n  o r d e r  t o  b urn  c a l o r i e s .  «
1 .  more th a n  2 h o u r s  p e r  day
2 .  a b o u t  2 h o u r s  p e r  day
3 . more th a n  1 b u t  l e s s  th a n  2 h o u rs  p e r  day
4 .  one hour o r  l e s s  p e r  day
5 .  I  e x e r c i s e  b u t  n o t  t o  burn  c a l o r i e s  o r  I d o n ' t  e x e r c i s e
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1 2 .  Compared w i t h  women you r  a g e , how p r e o c c u p ie d  a r e  you a b o u t  your w e ig h t  
and body  shape?
1 . a g r e a t  d e a l  more th a n  a v e r a g e
2 . much more th an  a v er a g e
3 .  more than  a v er a g e
4 .  a l i t t l e  more than  a v e r a g e
5 .  a v e r a g e  or l e s s  th a n  a v e r a g e
1 3 .  I am a f r a i d  to  e a t  a n y th in g  f o r  f e a r  t h a t  I w o n ' t  be a b le  to  s t o p .
1 . a lw a y s
2 . a lm o s t  a lw ays
3 . f r e q u e n t l y
4 . som etim es
5 . se ld o m  or n e v e r
f e e l to r m en ted  by th e
1 . a lw a y s
2 . a lm o s t  a lw ays
3 . f r e q u e n t l y
4 . som etim es
5 . se ld o m  or n e v e r
1 5 .  How o f t e n  do you  i n t e n t i o n a l l y  v o m i t  a f t e r  e a t i n g ?
1 .  2 o r  more t im e s  a week
2 .  o n ce  a week'
3.  2 -3  t im e s  a month
4. on ce  a month
5 .  l e s s  th an  on ce  a month o r  n e v e r
1 6 .  I  e a t  a l o t  o f  fo o d  when I 'm  n o t  e v e n  h un gry .
1 .  v e r y  f r e q u e n t l y
2 .  f r e q u e n t l y
3.  o c c a s i o n a l l y
4.  som etim es
5 .  se ld o m  o r  n e v e r
1 7 .  My e a t i n g  p a t t e r n s  a r e  d i f f e r e n t  from  th e  e a t i n g  p a t t e r n s  o f  m ost p e o p l e
1 .  a lw a y s
2 .  a lm o s t  a lw ays
3.  f r e q u e n t l y
4.  som etim es
5 .  se ld o m  or n e v e r
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18 . A f t e r  I  b in g e  e a t  I tu r n  to  one o f  s e v e r a l  s t r i c t  me.thods to  t r y  to . ep 
from g a i n i n g  w e ig h t  ( v ig o r o u s  e x e r c i s e ,  s t r i c t  d i e t i n g ,  f a s t i n g ,  s e l  
in d u c e d  v o m i t in g ,  l a x a t i v e s ,  or d i u r e t i c s ) .
1 .  n e v e r  or I d o n ' t  b in g e  e a t
2 .  r a r e l y
3 .  o c c a s i o n a l l y
4 .  a l o t  o f  t h e  t im e
5 .  m ost or a l l  o f  th e  t im e
1 9 . I h a v e  t r i e d  to  l o s e  w e ig h t  by f a s t i n g  or g o in g  on s t r i c t  d i e t s .
»
1 .  n o t  i n  th e  p a s t  y e a r
2 .  on ce  i n  th e  p a s t  y e a r
3 .  2 -3  t im e s  i n  th e  p a s t  y e a r
4 .  4 -5  t im e s  i n  th e  p a s t  y e a r
5 .  more th an  5 t im e s  i n  th e  p a s t  y e a r
2 0 .  I e x e r c i s e  v i g o r o u s l y  and f o r  lo n g  p e r i o d s  o f  t im e  i n  o r d e r  to  burn  
c a l o r i e s .
1 .  a v e r a g e  or l e s s  th a n  a v e r a g e
2 .  a l i t t l e  more th a n  a v e r a g e
3 .  more th an  a v e r a g e
4 .  much more th a n  a v e r a g e
5 .  a  g r e a t  d e a l  more th a n  a v e r a g e
2 1 .  When en g a g ed  i n  an e a t i n g  b i n g e ,  I t e n d  t o  e a t  f o o d s  t h a t  a r e  h i g h  i n
c a r b o h y d r a te s  ( s w e e t s  and s t a r c h e s ) .
1 .  a lw a y s  .
2 .  a lm o s t  a lw a y s
3 .  f r e q u e n t l y
4 .  som etim es
5 .  se ld o m , or  I  d o n ' t  b in g e
2 2 .  Compared to  m ost p e o p l e ,  my a b i l i t y  t o  c o n t r o l  my e a t i n g  b e h a v io r  seem s to  
b e:
1 .  g r e a t e r  th a n  o t h e r s '  a b i l i t y
2 .  a b o u t  th e  same
3 .  l e s s
4 .  much l e s s  ,
5 .  I  h a v e  a b s o l u t e l y  no c o n t r o l
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23 .  I would  p r e s e n t l y  l a b e l  m y s e l f  a ' c o m p u ls iv e  e a t e r ' , ,  (on e  who en g a g e s  in  
e p i s o d e s  o f  u n c o n t r o l l e d  e a t i n g ) .
1. a b s o l u t e l y
2. y e s
3 . y e s ,  p r o b a b ly
4 .  y e s ,  p o s s i b l y
5 .  n o ,  p r o b a b ly  n o t
2 4 .  I h a t e  th e  way my body lo o k s  a f t e r  I e a t  t o o  much.
1. se ld o m  o r  n e v e r
2 . so m etim es
3 .  f r e q u e n t l y
4 .  a lm o s t  a lw a y s
5 .  a lw a y s
2 5 .  When I am t r y i n g  t o  k eep  from g a i n i n g  w e ig h t ,  I  f e e l  t h a t  I  have to  
r e s o r t  t o  v i g o r o u s  e x e r c i s e ,  s t r i c t  d i e t i n g ,  f a s t i n g ,  s e l f - i n d u c e d  
v o m i t i n g ,  l a x a t i v e s ,  o r  d i u r e t i c s .
1 .  n e v e r
2 .  r a r e l y
3 .  o c c a s i o n a l l y
4 .  a  l o t  o f  t h e  t im e
5 .  m o st  or  a l l  o f  th e  t im e
2 6 .  Do you  b e l i e v e  t h a t  i t  i s  e a s i e r  f o r  you  t o  v o m i t  th a n  i t  i s  f o r  m o st  
p e o p le ?
1 .  y e s ,  i t ' s  no p rob lem  a t  a l l  f o r  me
2 . y e s ,  i t ' s  e a s i e r
3 .  y e s ,  i t ' s  a  l i t t l e  e a s i e r
4 .  a b o u t  t h e  same
5 .  n o ,  i t ' s  l e s s  e a s y
2 7 .  I  u s e  d i u r e t i c s  (w a t e r  p i l l s )  to  h e lp  c o n t r o l  my w e ig h t .
1 .  n e v e r
2 .  se ld o m
3 .  so m e t im es
4 .  f r e q u e n t l y
5 .  v e r y  f r e q u e n t l y
2 8 .  I  f e e l  t h a t  f o o d  c o n t r o l s  my l i f e .
1 .  a lw a y s
2 .  a lm o s t  a lw a y s
3 . f r e q u e n t l y
4 .  so m etim es
5 .  se ld o m  o r  n e v e r
Research Dossier: Major Research Project
Page 6
29 .  I t r y  to  c o n t r o l  my w e ig h t  by e a t i n g  l i t t l e  o r  no fo o d  f o r  a day or  
l o n g e r .
1 .  n e v e r
2. se ld o m
3. so m e t im es
4 .  f r e q u e n t l y
5 .  v e r y  f r e q u e n t l y
30 . When con su m ing  a l a r g e  q u a n t i t y  o f  f o o d ,  a t  w hat r a t e  o f  sp eed  do you  
u s u a l l y  e a t?
1 .  more r a p i d l y  th a n  m ost p e o p le  have  e v e r  e a t e n  i n  t h e i r  l i v e s
2 .  a l o t  more r a p i d l y  th a n  m ost p e o p le
3 .  a l i t t l e  more r a p i d l y  th an  m o st  p e o p l e
4 .  a b o u t  t h e  same r a t e  as m ost p e o p le
5 .  more s l o w l y  th a n  m ost p e o p le  (o r  n o t  a p p l i c a b l e )
3 1 .  I u s e  l a x a t i v e s  o r  s u p p o s i t o r i e s  t o  h e lp  c o n t r o l  my w e ig h t .
1 .  n e v e r
2 .  se ld o m
3 .  so m e t im es
4 .  f r e q u e n t l y
5 .  v e r y  f r e q u e n t l y
3 2 .  R ig h t  a f t e r  I  b i n g e  e a t  I  f e e l :
1 .  so  f a t  and b l o a t e d  I c a n ' t  s ta n d  i t
2 .  e x t r e m e l y  f a t
3 .  f a t
4 .  a  l i t t l e  f a t
5 .  OK a b o u t  how my body lo o k s  o r  I  n e v e r  b in g e  e a t
3 3 .  Compared to  o t h e r  p e o p le  o f  my s e x ,  my a b i l i t y  t o  a lw ays  f e e l  i n  c o n t r o l  
o f  how much I  e a t  i s :
1 .  a b o u t  t h e  same o r  g r e a t e r
2 . a l i t t l e  l e s s
3 . l e s s
4 .  much l e s s
5 .  a g r e a t  d e a l  l e s s
3 4 .  In  th e  l a s t  3 m o n th s ,  on th e  a v e r a g e  how o f t e n  d id  you  b in g e  e a t  ( e a t  
u n c o n t r o l l a b l y  t o  t h e  p o i n t  o f  s t u f f i n g  y o u r s e l f ) ?
1 .  on ce  a month o r  l e s s  (o r  n e v e r )
2 .  2 - 3  t i m e s  a month
3. o n ce  a w eek
4 .  t w i c e  a week
5 .  more th a n  t w i c e  a week
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3 5 .  Most p e o p le  I know w ould  be s u r p r i s e d  a t  how f a t  I l o o k  a f t e r  I e a t  a l o t  
o f  f o o d . .
1 .  y e s ,  d e f i n i t e l y
2 .  y e s
3 .  y e s , p r o b a b ly
4 .  y e s , p o s s i b l y
5 .  no, p r o b a b ly  n o t  or  I n e v e r  e a t  a l o t  o f  fo o d
3 6 .  I u s e  d i u r e t i c s  (w a te r  p i l l s )  to  h e lp  c o n t r o l  my w e ig h t .
1 .  3 t im e s  a week or  more
2 .  once o r  t w i c e  a week
3. 2 -3  t im e s  a month
4 .  once a month
5 .  n e v e r
Now please turn over and complete the next questionnaire
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APPENDIX G
The Multi-impulsivity Scale
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APPENDIX H
Invitation forms and information sheets
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Invitation form for clients attending the Eating Disorders Service
RESEARCH STUDY 
ON BULIMIA AND IMPULSIVITY
We are currently looking at bulimia and impulsivity and would like to invite you to 
take part in a study.
People with bulimia often have urges to engage in impulsive acts. Recent research has 
identified different types of impulsivity, and the aim of this study is to explore these 
different types of impulsivity in individuals with bulimia. The findings of the research 
has the potential to enhance our understanding of issues faced by people with bulimia 
and inform the assessment and treatment of such difficulties.
Participants in this study will be asked to complete some questionnaires, which 
will take approximately 30-40 minutes.
- Your taking part is confidential and your answers will be kept anonymous and 
stored securely
- Participants are free to withdraw from the study at anytime without giving a
reason why. Any decision not to take part or withdraw will not affect the 
treatment received.
- The study has been reviewed and accepted by the Local Research Ethics 
Committee. It is being carried out at the Eating Disorders Service as a clinical 
psychology trainee research project by Emily Howard, under the supervision 
of Dr Martin Carroll, Clinical Psychologist.
If you would be interested in taking part or would like to know more about the study 
please frlW iLy^ name and a contact number below and hand this in at reception. If you 
require further niftHpration call Emily Howard at the Eating Disorders Service (reception
tel
Two d be p issed  to receive information about the study and for Emily to call me 
to n .ië’âiï appointment to take part.
JNanie: 
Tel: ..
(Please complete this and hand in at the secretary’s office).
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Invitation form for members of the Eating Disorders Association
RESEARCH STUDY 
ON BULIMIA AND IMPULSIVITY
We are currently looking at bulimia and impulsivity and would like to invite you to 
take part in a study.
People with bulimia often have urges to engage in impulsive acts. Recent research has 
identified different types of impulsivity, and the aim of this study is to explore these 
different types of impulsivity in individuals with bulimia. The findings of the research 
has the potential to enhance our understanding of issues faced by people with bulimia 
and inform the assessment and treatment of such difficulties.
Participants in this study will be asked to complete some questionnaires, which 
will take approximately 30-40 minutes.
Your taking part is confidential and your answers will be kept anonymous and 
stored securely
Participants are free to withdraw fi-om the study at anytime without giving a 
reason why. Any decision not to take part or withdraw will not affect the 
treatment received.
- The study has been reviewed and accepted by the Local Research Ethics 
Committee. It is being carried out at the Eating Disorders Service as a clinical 
psychology trainee research project by Emily Howard, under the supervision 
of Dr Martin Carroll, Clinical Psychologist.
If you would be interested in taking part:
1) Please read the information sheet carefully
2) If after reading the information you are still interested in participating, complete 
the consent form and the questionnaires on the following pages.
3) Keep the information sheet, but please return the consent form and questionnaires 
in the stamped addressed envelope provided.
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CONTROL GROUP INFORMATION SHEET-version 2 1.12.04 
Title of Pro ject:
Impulsivity in bulimia
Name of Researcher: Emily Howard, Martin Carroll
We would like to invite you to take part in a research study. Before you decide, it is 
important for you to understand why the research is being done, and what it will involve. 
Please take time to read the following information to help you decide whether or not you 
wish to take part before completing the consent form. Please ask if there is anything that 
is not clear or if you would like more information.
Consumers for Ethics in Research (CERES) publish a leaflet called Medical Research 
and You. This leaflet gives more information about medical research, and looks at some 
questions that you may want to ask. A copy can be obtained from CERES, PO Box 1365, 
London N I6 OBW.
Background to the study
People with bulimia often have urges to engage in impulsive acts. Recent research has 
identified different types of impulsivity, and the aim of this study is to identify the 
different types of impulsivity and impulsive acts in individuals with bulimia. The findings 
of the research has the potential to enhance our understanding and of issues faced by 
people with bulimia and inform the assessment and treatment of such difficulties.
For further information about the study contact research supervisor. Dr Martin Carroll, 
Clinical Psychology Department, University of Surrey.
Why have I been chosen?
Students fi*om the University of Surrey are being asked to participate in this study to 
provide a control sample against which the clinical eating disorder sample can be 
compared.
Do I have to take part?
It is your decision whether or not to take part. If you do decide to participate then you 
remain free to withdraw at any time.
What will happen to me if I take part?
You will be asked to read and sign a consent form. You will also be asked to complete 
three questionnaires relating to your feelings and behaviour. Once completed you can. 
return the consent form, front sheet and questionnaires in the envelope provided directly
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to the Clinical Psychology Department (Room 03 AD 02) or through internal mail. It 
should take no longer than 40 minutes to complete the forms.
What are the possible disadvantages and risks of taking part?
There are no known risks in taking part in this study. However, you might find your 
participation leads to worries or uneasy feelings. If this happens, and you would like to 
talk, to a professional, contact the university counselling service or your GP.
What if something goes wrong?
It is highly unlikely that the methods being used in this study will have any harmful 
effects. However, if you were to be harmed by taking part in this research project, there 
are no special compensation arrangements. If harm is caused by other individuals’ 
negligence, then you may have grounds for legal action (which may need to be self­
funded). If you wish to complain about any aspect of the way you have been approached 
or treated during the course of this study, the normal NHS complaints mechanisms may 
be available to you.
Will mv taking part in the study be kept confidential?
All information collected during the course of the research will be kept entirely 
confidential. The consent forms will be separated from the questionnaires and held in a 
locked filing cabinet to ensure questionnaires remain anonymous. The information will 
be used soley for the purposes of this study. Once the study is completed, the anonymous 
questionnaires will be kept in a locked filing cabinet at the eating disorders service for a 
maximum of seven years, and then destroyed.
What will happen to the results of the research study?
The results of the study will be written up and submitted as a Major Research Project as 
part of a PsychD in Clinical Psychology. It is anticipated that the results will be submitted 
for publication in peer-reviewed journals. You will not be identified in any report or 
publication. If you choose, you will be sent a brief summary of the findings at the end of 
the study (August 2005).
Who is organising and funding the research?
The research is being o. "ed and overseen by'Dr’Martin Carroll, Chartered Clinical 
Psychologist at the eatin^ disorders unit in arid tutor at the University of
Surrey. It is being carried out by Trainee Clinical Psychologist, Emily Howard.
Who has reviewed the study?
The study has been reviewed and accepted both by the Local Research Ethics Committee 
and by the University of Surrey’s Advisory Committee on Ethics.
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Contact for further information
For further information about the study please contact; Martin Carroll, Chartered Clinical
Psychologist, University of Surrey. Tel: 01483 689 441
This copy of the information sheet is yours to keep. If you agree to take part, you 
will be asked to sign a Consent Form and will be given a copy of that form.
With many thanks for your time.
Yours sincerely
Emily Howard Dr Martin Carroll
Trainee Clinical Psychologist Chartered Clinical Psychologist
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CLIENT GROUP INFORMATION SHEET 
(for clients attending the eating disorders service)
Title of Project:
Impulsivity in bulimia
Name of Researcher: Emily Howard, Martin Carroll
We would like to invite you to take part in a research study. Before you decide, it is 
important for you to understand why the research is being done, and what it will involve. 
Please take time to read the following information to help you decide whether or not you 
wish to take part before completing the consent form. Please ask if there is anything that 
is not clear or if you would like more information.
Consumers for Ethics in Research (CERES) publish a leaflet called Medical Research 
and You. This leaflet gives more information about medical research, and looks at some 
questions that you may want to ask. A copy can be obtained from CERES, PO Box 1365, 
London NI 6 OB W.
Background to the study
People with bulimia often have urges to engage in impulsive acts. Recent research has 
identified different types of impulsivity, and the aim of this study is to identify the 
different types of impulsivity and impulsive acts in individuals with bulimia. The findings 
of the research has the potential to enhance our understanding and of issues faced by 
people with bulimia and inform the assessment and treatment of such difficulties.
Why have I been chosen?
All clients suffering from bulimia attending the eating disorders service are being 
approached to participate in the study.
Do I have to take part?
It is your decision whether or not to take part. If you do decide to participate then you 
remain free to withdraw at any time. Any decision not to take part or to withdraw will not 
affect the treatment you receive.
What will happen to me if I take part?
You will be asked to read and sign a consent form. You will also be asked to complete 
three questionnaires relating to your feelings and behaviour. Once completed you can 
return the consent form, front sheet and questionnaires in the envelope provided directly 
to the Eating Disorders Service. It should take no longer than 40 minutes to complete the 
forms.
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What are the possible disadvantages and risks of taking part?
There are no known risks in taking part in this study. However, you might find your 
participation leads to worries or uneasy feelings. If this happens, please feel free to 
discuss these feelings with a member of the eating disorders unit.
What if something goes wrong?
It is highly unlikely that the methods being used in this study will have any harmful 
effects. However, if you were to be harmed by taking part in this research project, there 
are no special compensation arrangements. If harm is caused by other individuals’ 
negligence, then you may have grounds for legal action (which may need to be self­
funded). If you wish to complain about any aspect of the way you have been approached 
or treated during the course of this study, the normal NHS complaints mechanisms may 
be available to you.
Will mv taking part in the study be kept confidential?
All information collected during the course of the research will be kept entirely 
confidential. The consent forms will be separated from the questionnaires and held in a 
locked filing cabinet to ensure questionnaires remain anonymous. The information will 
be used soley for the purposes of this study. Once the study is completed, the anonymous 
questionnaires will be kept in a locked filing cabinet at the eating disorders service for a 
maximum of seven years, and then destroyed.
What will happen to the results of the research study?
The results of the study will be written up and submitted as a Major Research Project as 
part of a PsychD in Clinical Psychology. It is anticipated that the results will be submitted 
for publication in peer-reviewed journals. You will not be identified in any report or 
publication. If you choose, you will be sent a brief summary of the findings at the end of 
the study (August 2005).
Who is organising and funding the research?
The research is being organised and overseen by Dr Martin Carroll, Chartered Clinical 
Psychologist at the eating disorders unit in i, and tutor at the University of
Surrey. It is being carried out by Trainee Clinical Psychologist, Emily Howard.
Who has reviewed the study?
The study has been reviewed and accepted by Local Research Ethics Committee, the 
Multi-Centre Research Ethics Committee and by the University of Surrey’s Advisory 
Committee on Ethics.
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Contact for further information
For further information about the study please contact; Martin Carroll, Chartered Clinical
Psychologist, University o f Surrey-Tel: 01483 689 441
This copy of the information sheet is yours to keep. If you agree to take part, you 
will be asked to sign a Consent Form and will be given a copy of that form.
With many thanks for your time.
Yours sincerely
Emily Howard Dr Martin Carroll
Trainee Clinical Psychologist Chartered Clinical Psychologist
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CLIENT GROUP INFORMATION SHEET 
rfor members of the Eating Disorders Association)
Title of Project:
Impulsivitv in bulimia
Name of Researcher: Emily Howard, Martin Carroll
We would like to invite you to take part in a research study. Before you decide, it is 
important for you to understand why the research is being done, and what it will involve. 
Please take time to read the following information to help you decide whether or not you 
wish to take part before completing the consent form. Please ask if there is anything that 
is not clear or if you would like more information.
Consumers for Ethics in Research (CERES) publish a leaflet called Medical Research 
and Ton. This leaflet gives more information about medical research, and looks at some 
questions that you may want to ask. A copy can be obtained from CERES, PO Box 1365, 
London N16 OBW.
Background to the studv
People with bulimia often have urges to engage in impulsive acts. Recent research has 
identified different types of impulsivity, and the aim of this study is to identify the 
different types of impulsivity and impulsive acts in individuals with bulimia. The findings 
of the research has the potential to enhance our understanding and of issues faced by 
people with bulimia and inform the assessment and treatment of such difficulties.
Whv have I been chosen?
All clients suffering from bulimic symptoms on the Eating Disorders Association (EDA) 
research database are being approached to participate in the study.
Do I have to take part?
It is your decision whether or not to take part. If you do decide to participate then you 
remain free to withdraw at any time. Any decision not to take part or to withdraw will not 
affect the treatment you receive.
What will happen to me if I take part?
You will be asked to read and sign a consent form. You will also be asked to complete 
three questionnaires relating to your feelings and behaviour. Once completed you can 
return the consent form, front sheet and questionnaires in the envelope provided.. It 
should take no longer than 40 minutes to complete the forms.
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What are the possible disadvantages and risks of taking part?
There are no known risks in taking part in this study. However, if you find filling out the 
questionnaires distressing in any way please contact Dr Martin Carroll, Clinical
Psychologist on 01483 689 441 or Emily Howard, Trainee Clinical Psychologist o n .......
between the hours of 9am and 5pm, or contact your local community mental health team.
What if something goes wrong?
It is highly unlikely that the methods being used in this study will have any harmful 
effects. However, if you were to be harmed by taking part in this research project, there 
are no special compensation arrangements. If harm is caused by other individuals’ 
negligence, then you may have grounds for legal action (which may need to be self- 
funded). If you wish to complain about any aspect of the way you have been approached 
or treated during the course of this study, the normal NHS complaints mechanisms may 
be available to you.
Will mv taking part in the studv be kept confidential?
All information collected during the course of the research will be kept entirely 
confidential. The consent forms will be separated from the questionnaires and held in a 
locked filing cabinet to ensure questionnaires remain anonymous. The information will 
be used soley for the purposes of this study. Once the study is completed, the anonymous 
questionnaires will be kept in a locked filing cabinet at the eating disorders service for a 
maximum of seven years, and then destroyed.
What will happen to the results of the research studv?
The results of the study will be written up and submitted as a Major Research Project as 
part of a PsychD in Clinical Psychology. It is anticipated that the results will be submitted 
for publication in peer-reviewed journals. You will not be identified in any report or 
publication. If you choose, you will be sent a brief summary of the findings at the end of 
the study (August 2005).
Who is organising and funding the research?
The research is being organised and overseen by Dr Martin Carroll, Chartered Clinical 
Psychologist at the eating disorders unit in Famham, and tutor at the University of 
Surrey. It is being carried out by Trainee Clinical Psychologist, Emily Howard.
Who has reviewed the studv?
The study has been reviewed and accepted by Local Research Ethics Committee, the 
Multi-Centre Research Ethics Committee and by the University of Surrey’s Advisory 
Committee on Ethics.
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Contact for further information
For further information about the study please contact; Martin Carroll, Chartered Clinical
Psychologist, University o f Surrey. Tel: 01483 689 441
This copy of the information sheet is yours to keep. If you agree to take part, you 
will be asked to sign a Consent Form.
With many thanks for your time.
Yours sincerely
Emily Howard Dr Martin Carroll
Trainee Clinical Psychologist Chartered Clinical Psychologist
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APPENDIX I
Consent form
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CONSENT FORM
. Title of Project: 
Impulsivitv in bulimia 
Name of Researchers: Emily Howard, Martin Carroll
Please 
Initial Below
1. I confirm that I have read and understand the Information Sheet 
for the above study, and have had the opportunity to ask 
questions.
2. I understand that my participation is voluntary, and that I am 
free to withdraw at any time, without giving any reason and 
without my medical care or legal rights being affected.
3. I agree to take part in the above study
Name of participant Date Signature
Name of person taking consent Date Signature
(If different from researcher)
Name of Researcher Date Signature
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NON-PARAMETRIC TESTS EVALUATING DIFFERENCES BETWEEN THE 
CONTROL. BULIMIA AND MIB GROUPS
1. DIFFERENCES BETWEEN GROUPS ON THE BULIT-R
Table 1. Ranks of total BULIT-R scores for the control group, bulimia group and MTB 
group, and results of the Kruskal Wallis test.
MIB N Mean Rank Chi square d f Significance
BULIT-R control 
TOTAL
' 35 19.37 41.344 2 P<0.001
bulimia 25 47.80
MIB 6 56.33
Total 66
Table 2. Follow-up Mann-Whitnev tests
Control and Bulimia Control and MIB Bulimia and MIB
M ann-W hitney U 3.000 45.000 40.000
W ilcoxon W 633.000 675.000 365.000
Z -3.766 -5.887 -1.751
Asym p. Sig. (2-tailed) .000 .000 .080
2. DIFFERENCES BETWEEN GROUPS ON THE IMPULSIVITY SCALES 
CURRENT IMPULSIVITY
Table 1. Ranks of impulsivitv scales for the control group, bulimia group and MIB group. 
and results of the Kruskal Wallis test.
N Mean Rank Chi square D f significance
Urgency control 35 22.01 29.67 2 >0.001
bulimia 25 43.56
MIB 6 58.58
Total 66
Lack o f Premeditation control 35 31.31
bulimia 25 33.00 4.08 2 .130
MIB 6 48.33
Total 66
L ack o f  Perseverance control 35 30.57 6.814 2 0.033
bulimia 25 33.02
MIB 6 52.58
Total 66
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N Mean Rank Chi square D f significance
Sensation-seeking control 18 22.28 .684 2 .710
bulimia 22 23.41
MIB 6 27.50
Total 46
L ack o f  perseverance  
under negative affect
control 35 29.06 10.129 2 .006
bulimia 25 34.38
MIB 6 55.75
Total 66
Sensation-seeking under  
negative affect
control 35 28.93 8.544 2 ,014
bulimia 25 35.20
MIB 6 53.08
Table 2. Follow up Mann Whitney Tests
Control and 
Bulimia
■ Control and 
M B
Bulimia and 
M B
URGENCY Mann-Whitney U 138 2.5 27
Wilcoxon W 768 632.5 352
Z -4.493 -3.785 -2.40
Asymp. Sig (2-tailed) 0.001 0.001 .016
LAC K  OF Manii-Whitney U 406 34 31.5
PERSEVERANCE Wilcoxon W 1036 664 356.5
Z -.474 -2.63 -2.189
Asymp. Sig (2-tailed) .635 .009 0.029
SENSATIO N- Mann-Whitney U 364 18.5 44
SEEKING UNDER W ilcoxon W 994 648.5 369
NEGATIVE AFFECT Z -1.11 -3.236 -1.560
Asymp. Sig (2-tailed) .266 .001 .119
L A C K  OF Mann-Whitney U 368.5 18.5 28
PERSEVERANCE Wilcoxon W 998.500 648.5 353
UNDER NEGATIVE Z -1.043 -3.217 -2.38
AFFECT Asymp. Sig (2-tailed) .297 .001 0.017
PAST IMPULSIVITY
Table 1. Ranks of impulsivitv scales for the control group, bulimia group and MIB group. 
and results of the Kruskal Wallis test.
N Mean Rank Chi square D f significance
Urgency Control 28 18.39 29.61 2 P<0.001
Bulimia 14 33.79
M B 18 46.78
Total 60
Lack o f  Prem editation control 28 -  27.34 3.95 2 .139
bulimia 14 • 28.07
M B 18 37.31
Research Dossier: Major Research Project
302
Total 60
N Mean Rank Chi square D f significance
Lack o f  Perseverance control 28 26.89 7.27 2 0.036
bulimia 14 25.86
MIB 18 39.72
Total 60
Sensation-seeking control 13 19.04 3.45 2 .178
bulimia 11 17.09
MIB 17 25.03
Total 41
Lack o f  perseverance 
under negative affect
control 28 26.75 8.538 2 .014
bulimia 14 25.21
MIB 18 40.44
Total 60
Sensation-seeking under control 28 ' 25.46 10.868 2 0.004
negative anect bulimia 14 26.11
MIB 18 41.75
Table 4. Follow UD Maim Whitney Tests
Control and Bulimia Control and MIB Bulimia and MIB
Urgency Mann-Whitney U 85.000 24.000 61.000
Wilcoxon W 491.000 430.000 166.000
Z -2.964 -5.134 -2.471
Asymp. Sig (2-tailed) .003 .000 .013
L ack o f  
Persverance
Mann-Whitney U 180.000 135.000 77.000
Wilcoxon W 285.000 541.000 182.000
Z -.430 -2.644 -1.873
Asymp. Sig (2-tailed) .667 .008 .061
Sensation-
seekingU nder
Mann-Whitney U 186.000 101.000 74.500
Negative Affect Wilcoxon W 291.000 507.000 179.500
Z -.271 -3.440 -1.968
Asymp. Sig (2-tailed) .787 .001 .049
L ack o f  
Perseverance
Mann-Whitney U 181.5 132.500 66.500
under negative 
affect
Wilcoxon W 286.5 538.500 171.500
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